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B. Five Year Needs Assessment

1. Processfor Conducting the Needs Assessment

A. Methodology

The State'needsassesmat processwasconductedn a multi-facetel manner. Preventive and
primary caresavices for pregnantvomen,mothers,andinfants and children were asgssel by:
1) reviewingexising reports and surveys;2) a carefulexaminatiorof daa; and3) discusfons
amongboth professionabnd conmunity leadersandgroups.A SteeringCommitteewas
establshedfor the MaternalandChild Health(MCH) componentThe needsassessentfor
MCH hadbeeninitiatedwith the evaluation of Delaware’sSmartStartand Kids Kareprograms
Eventhoughthe needsassessm is requiredeveryfive years theasssmenhas been ongoing
andconinuous.Themajor nealsassessmenproces occurredoverthe pastyearthroughthe
State’sfocuson MCH services asaresut of Delaware’sInfant Mortality Task Force.

Forthe Childrenwith Spedal Hedth CareNeeds(CSHCN) componat, the Coardinating
Councilfor Childrenwith Disabilities (CCCD)was the advisorygroup. The needsassessment
proces for CSHCN wasinitiated by aworking agreemenin 2004with the CompCargeamof
HealthSystemsRese&ch, Inc. Theobjectives of the projed wereto asessrelaionshipsamong
agencesand institutionswhich provided servicesto CSHCN to identify gapsor shortcomings,
andto promotebette collaborationamongthe serviceagencies and the statesystems This
councilsubmitedtheir recommendaionsto the MCH SteeringComnittee

Reviewof theneedsassessnd for MCH washeldduringthe MCH SteeringCommittee
meetingsoverthepastfive years, duringthe numerousIMTF meetingsand subcommittee
meetingsfrom August,2004to the currenttime, andduringthe CoordinatingCouncil for
Childrenwith Disabilitiesoverthe pastfour years.

B. CSHCN Needs Assessment Process

The SteeringCommittes for CSHCN s the Coordireting Councilfor Childrenfor Disabilities
consstsof over40 agency representativesandotherpersonsncluding parents;physicians;
nures social workers; sevice providers; representativefrom the Division of PublicHealth,
Division of MentalRetardéon, Division of Managenent Servicesand the Divisionof Sccial
Savices(Medicaid),in the Departnentof Healthand Sodal Servies;Division of MentalHealth
in the Departmenfor Children, Youth, andtherr Families;Departmenbf Education,DuPont
hospitalfor Children;University of Delaware Marchof Dimes;InteragencyCoordinating
Councit homevisiting agercies;Family Voicesandother private andpublic agerties

The Childrenwith Spedal Health CareNeedspopulationis inclusiveof childrenwith varying
levelsof careandsewices. Children with specal hedth careneedsvho residein Delavare
receivecareandservicesrom numerousprogramsand agencies It wasdifficult to identify and
assesghehealthcareneedsof all Delaware’sspecid healthcareneealschildrensincethereis no
oneprogramthatmantainsa compretensivedatabas. The needsasessent processvas



initi atedafter theendof thelastfull five yearneedsassesment process.As acontinuing
proces, theissuedoundto besignificant werecontinued.

Thestate’s CSHCN nealsassessnd processtartedwith atechnicalassisancerequestfromthe
MCH Bureaufor Conp Care of Health System$Research,Inc.

Repesntativesrom the Delawae Coordnating Council for Childrenwith Disabilitiescame
togetheron 30 April 2002, to explore ways to strengtherthe coordinationof savicesfor children
with specialhealthcare needs (CSHCN over threeyeas of age. Discussonsindicatedthat
while therewasanarrayof savices, theywerenotrealily availableor easily accesible
throughoutthe State. Alsoof concernwasthelack of knowledgeon the partof bothproviders
andfamilies of currentlyavailable servicesmakingcoordinationof carefor CSHCN(difficult

As aresut of thecons@susobtainel atthe stakeholdersneding, the Departmenbf Healthand
HumanSevicesrequestedassistace from the CompCardechnicalassistancenitiative to
strengtherthe coordinationof sewicesfor this populationgroupby promotingcollaborative
relatiorshipsbetweerthe key agerties/programshatprovideservicesor CSHCN. These
collaboraive relationshpswould hdp to ensurethatcomprehensiveudity service were
availableincludingmedanismstha would facilitate seanlesstranstioning from oneage
specifc programto the next.

To betterunderstandhow to improvethe coordindion of servicedor CSHCNages3-21, it was
necesaryto first identify key agendes currentlyprovidingservicedor childrenandidentify the
activitiestheyconducted.Telephoneandon-site interviewswith key staff from theidentified
agences,programsexisting councils taskforce groupsand committeesorganizedto address
issuesrelatedto CSHCN wereusel to gaher informationabouttheir respectivesydems gods,
programs,servicesandadivities. In addition, intervieweeswereaskedto descibetheir outreach
activities andmechanismsn placefor coordinationwith othe programsandsystems.

Fourfocusgroupswereplannedwith parentsof CSHCNto obtaininformaion regading their
perception®f the strengthsor the curent CSHCNsygemsand their recommendtions for
improvement. Theinformationgatheral wasthento beanalyzedto detemine fragmentation
duplication,gapsin transitions, and unmetneedsn the provison of serviceso CSHCN These
findingswereto be compiled into areport, which wasto be shaedwith CSHCNstakeholders
andusedto determinenext stgpsin thedevelopmenof anactionplan to improvethe
coordimation of serviesfor CSHQON for childrenoverthreeyearsof age.

C. Early Intervention Needs Assessment

TheDelawareDivision of Public Hedth is theredpientof anEarly ChildhoodComprehensive
Savices(ECCS)grant awardedvy the Fedeal MaternalChild Hedth Bureau(MCHB). The
overallgoalof thisinitiative is to strenghenthe States earlychildhoodsydem of servicesfor
youngchildren,birth to five, andthar families. In aneffort to as®ssthe nealsof families
centeedonthe ECCScritical componatsof healthcare,sociatemotionaldevelopmentearly
careand educationfamily suppots and parenteducationDPH conductedLO statewidefocus
groupsof familieswith children, birth to agefive, in June,2004with the assstanceof Health
SysemsResearchThespedfic objectivesof thefocusgroupswere



. Asssstheexperiencesf familiesin accessingeaty childhoodresour@sand
servcesparticularlyhedth care child care,child devdopmentservicesparent
educatiorandfamily support;

. Identify avenue®f support usel by parentf youngchildrenandtheir peraptions
of theadequacyf the supportsavalable to them;and
. Obtain recommendationgrom parentsfor improvingtheway informaionis provided

andfor improvingtheresource andsevicesthatareavalable.

Tenfocusgroupswereconductedn all; two groupswere conductedn Spanish.Sixty-one
parentsand/orguadians paticipated, includingfathe's andgrandparentsvho arethe primary
caretikess of youngchildren. The group participantsepresented diverserangeof backgrounds
andexperiences.

D. MCH Steering Committee Needs Assessment Process

TheMCH Steerng Comnittee consistedbf variousmemberdrom the Division of Public Health,
Medicaid,the Departmenof Educdion, the Division of Child MentalHedth, WIC, andthe
Depatmentof Children, Youth andther Familiesanda parent/consumeMembersncludedthe
Northem andSouternClinic Manages andstaff. Thefinal NeedsAssessmentepot wasshaed
with all themembersand ther respectiveagenciefprogramsAdditionally, aftersubmissia of
the MCH Block grantthedocumet will be sharedwith avarietyof agencies and councils
including the Interagency CoordinatingCouncil,the Interim Committeeof the Infant Mortality
TaskForce(IMTF), theinternal Steering Committeefor the IMT F andothersasappropriate.Of
noteis thatthe membeship of the MCH Steeing Committeehasremaned constanbver the
years The presencef the sane coreactiveparicipantshasenhancedhe needsasssessnen
proces.

The SteeringCommittes initially reviewedthe purposeof having the specific Title V indicaors
especiallyrelatedto the Nationd and StatePerformane measires The dataforms from the
MCH Block grantprovided a basisto determineprogessandtrendsboth postive and negtive.
All otherrelevantdata and informationwasusedasback up andexplanatiorfor the specfic
measures.The pyramidof services was introducedto comparenvhatwascurrenty in places
existingsupport, resource andactivitiesfor directhealthservices,enablingservices
populaton-basedserviesand infrastructurebuilding services



DIRECT
HEALTH CARE
SERVICES:
(GAPFILLING)

BasicHealth Services,Oral
Health,Spedalty Sewicesfor
Childrenwith Special Health
CareNeeds,Schod Based
HealthCerter Services,Family
Planning,Presclool Diagnostic
DevelopmenhNursery(PDDN)

ENABLING SERVICES:

Transhtion, OutreachHealth Eduation,
Family Suppot Servies,Case
Managenent, Coordinationwith
Medcaid, SmartStart, WIC, Educdion,
KidsKare, Child Developmat Watch,
SIDS Suppot

POPULATION-BASED SERVICES:

NewbornScreenig, LeadSaeening,
Immunization,SchootBasel Health
CentersJnjury PreventionNutrition,
Outreach/Publi&ducdion, HomeVisiting
Program CoverngKids, Emergncy
Medical Servicedor Children

INFRASTRUCTURE BUILDING SERVICES:

NeedsAssessmengvduation, Planning, Policy
DevelopmentCoordindion, Qudity AssuranceStandards
DevelopmentMonitoring Training, Sysems of Care,
Information Systens, Supportfor Peinatd Board,Support
for Child Deah ReviewCommittee Universa Newborn
HearingScreeningMedical Homelnitiative, Regite Care
Team



Thecapacityto med theseneedsthroughthe MCH Block Grant fundingaonewas necesarily
determinedo be insufficient. The red capaciy to meet the needsin the pyramd of senices is
found in the extensiveand intensiveparinershipsandcoditions in Delaware.

Priority areaswere sdectedby a two stepprocessFirst, the CoordinatingCouncil for Children
with Disabilities conduded a similar review of the pyramid of saviceswith input from topic
drivenrepots on issues relatedto CSHCN. The Coundl itself had reviewed the seven national
goalsfor CSHCN, the stateCSHCN plan, the SLAITS survey resultsspedfic to Delawae, and
other related reports both state and nationd In determinationof priorities, the CCCD then
reviewedquanttative datato threetopic areasof focus:respitescareservicesfransitionseavices
for young aduls with special needs,and motor vehiclecrashes.The CCCD submittedthe results
of their discussiongto the MCH Steeing Committee. Three new state performarce meaures
were negotiated at the meetings. The Council compsed measure to be specific and time
framed,basedin hard data consistentlycollected, and that were connectedo Hedthy People
20100bjectves.

Secondly,the MCH Steeing Committee which includedthreemembersf the CCCD, reviewed
the three proposedhew stae performancemeasures during their neals assesmentprocess The
MCH SteeringCommitteeidentified and reviewed the activities tha addresed the priority areas
including thoselistedin Figures 4aand4b of the block grantasrelatedto eachstateandnational
performancemeasure.

The formal collabordion process as described above included both the MCH Steering
Committee andthe CCCD asan advisorygroup. The processwas enhanced asmostif not all of
the participantswere aso active with the ongoing Infant Mortality Tak Force (IMTF). The
IMT F wasesablishedby the Govenor with thefollowing goals:

> Defining theinfant mortality staus of Delawareas comparedo the nationandtheregion.
» Defining thedisparitiesamongracesrelatedto infant mortality anddetermininghereasors
for theincreasinglispaity gaps.

Identifying risk factorsandundelying etiologieswhenpossble.

Reuviewing scientificliteraturewith the purposeof determning risk factorsfor infant
mortality and bestpradices for prevention andintervention.

Determinng andassessigtheimpactof relevant risk factors.

Increasing awarenessf the scopeof the problemamonggovernnent officials, medial
professonals,andthe public.

Improving coordinationbetween and amongpublic andprivatesec¢or agenees.
Recommendingcritical changedgo the profile of, operationf, and supportof the Delawae
PerinataBoard.

> Identifying areasrequring additionalresearctand education.

VV VY

Y VY

Thereailts of the“Infant Mortality Task Force” havebeenfinalizedwith thereport andits
recommendationforwarded to the Governor. The Infant Mortality Tak Forcewasmandated to
developbroadbasedecommenditionsfor thereductionof infant mortality in the stateof
Delawnare. Therecommendationsavebeenbaseduponscientific evidencedefined
partneships,expecte contributions,timelines, review,andevaluation. Theserecommendations



encomp@ssbutarenotlimited to chargesto businesscommunity,educationcommunitiesof
faith, providers,insures, andthe govenment.

It becameobviousthat theIMTF from the beginningwasnot only looking at mortality and
morbidity, butalsoall aspetsof matanal and child health sevicesin Delaware Thefive
subcommiteesoversevermonthsconducte areviewof all data,reports,scientific researb and
bestpractiesasrelatedto interventions,prevention, sysemsof careanddispaities. The IMTF
andits subconmittees were staffedby public hedth facilitatorsandMCH subjectmatterexperts.
Because of theintensity and importance of the process, the entire IMTF Final Report with
itsrecommendationsis attached. Theinitial process of the IMTF wasthrough a concept
mapping methodology. Consuner input washeavilyconsderedform the beginning.Comments
from over1200consumes throughthe conceptimappingproces were acceptedhrougha
websie establishedolely for thatpurposeThefinal recommendationaerea synthesisof
informationanddatapresentedn aformatrequiringadionssteps startdatesfor each
recommendatiorintendedmpact, agercy responsibility,andfiscal implications.The
improvemenbf maternaandchild hedth servicesis athreeyearplan Thefinal reportalso
includesstoriesgathere form mothes andtheir familiesaboutred life experierces.

Delaware is a small stateand concens wereraisedtha citizensnot be over suneyed. For these
rea®ns andcostfactors,primary data wasnot gathere particularly for this grantapplication and
needsassesment. Suwveys that were already complded or in the planningstageswere utilized
suchasthe respitesurvey, and provider surveys.Communityneedsasesmentsalso played a
mgor role in deerminingstae priorities. DatausedincludedVital StatisticsReports;Hospital
Discharge Data; Youth Risk Fador Behavior Survey (YRBS); Behavioral Risk Fador
Suweillance survey (BRFSS); Newborn Saeening Data; Division of StatePolice; Reportable
Disease Data; and School Basal Health Center data. The State also reviewed the Needs
Assessnentindicatorsaswell, and incorporatedhis information into the overall plan.

E. Strengths and Weaknesses of the Needs Assessment

Becausef the complexityof the needsassesmenprocessandthe competingheedsof thetarget
populatons,Delawarecould not feasibly cyde throudh the phagsfrom analysisto the
monitoling of progessof the paformancemeasures aconsistat manner As disaussedn the
AnnualRepot, Delawares Title V programcontinues to face somespecific difficulties for
implementng progranmatic changesdueto mostof thefundsare tied up in persanelallocation
This attimesdeterming andat timesconstrictsprogramimplementation.

Thestrength of the processncludedanoften parallelsystemof reviewof specific targe
populatonsby the NCH Steeing Committee the CCCD, the Early ChildhoodComprelensive
SysemsSteeringCommittee,and the IMTF andits subcommitteesAs alreadystatedan
additioral strengthis thatgiven Delawares a smallstae mostif notall of the participants of the
MCH SteeringCommittee and the CCCD werealsomembes of the IMTF. Staffingfor all three
wasprovidedby personel of theMCH program.



Theprocessfor theinitial technicd assistancevith HealthSysemsResearctexcitedthe
CoodinatingCouncilfor Children with Disabilitiesbut the outcomewasdisappointingA report
is still pendingfrom HSR basel upontheir contads and discusionswith all thekey provide's of
sericeto CSHCN.Thefocusgroupswerenevercompldéeddueto a multitudeof reasonsA
recentletterwassentto HSR butasyet the CCCDhasnotreceivedaresponse.

Howeverotherissues thataroseout of thelad five yearneedsasessmenthavebeenaddressd
andreviewedby the CCCD as pat of anongoingneedsasessmentOneof the majorissuesvas
theappaentneedfor respitecaresavices.A respitecare teamhas beeninvestigating theissue
overtheyearsandadraftfinal reportdelineatingthe needshasbeecompleteal. In addition the
issueof transiton from youngadultto adulthealthandsocialserviceshasbeenafocusof
investigationthroughthe CCCD and the a separatel ransitionCommitteeof whichthe MCH
DirectorandDirector of CSHCN havebeenactiveparticipantsovertheyears.

As hasbeen discussd in the AnnualReport, Delawae’s Title V program facessomespecific
difficultiesin implementingprogrammatic changesecausanostof the availablefundsaretied
upin personné allocdion, which by its naure,determineandsomeimesconstrictgprogram
implementaibn. Nevethelessdespitetheseinhibiting factors,the stateis ableto make
incrementaprogramchange basedon identified nealsthroughpartnershipsindcoalitions
whereMCH andCSHQN are atthetable

Finally, aweaknes®f the proeesswasthelad of arigid systemto determinethe”capacity”’of
theMCH program Tedhnicalassistane hasbeenrequestd for thisissuein Delaware’sAnnual
Report

2. Needs Assessment Partnership Building and Collabor ation

As the basis of Delavare's pyramid of services, Infrastructure building is prominent. The
methods used to build and enhancepartnerships betwe& and among MCH prograns in
Delaware areincludel in this sedion as well asin the sedion tha follows labded “Infrastructure
Building Services”for thetotd MCH population.The MCH programworksin partnershipwith
all of thefollowing:

1. Delaware Health Care Commission
TheDelawareHealthCareCommissionis anindependenpublic bodythatreportsdirectly to
the Governorandthe General Assembly. It was edablishedby the Geneal Assemby in
1990to developa“pathway to basig affordable healthcarefor all Delawareans”.Sening on
the Commissionarethe Secetariesof Finance HealthandSocid ServicesChildren,Youth
andtheir Families,the InsuranxceCommissoner andsix privatecitizensappointecdby the
Governorthe Speakenf the Houseandthe PresidentPro-Temporeof the SenateThe
Commisionhasadminstrdive jurisdiction overthe Delavare Instituteof Medical Education
andResearchwhich allows JefersonMedical Collegeto functionasDelaware’smedica
schml andoverthe DelawareHealthinformation Network,which promotesanintegrate
healthinformation netwok. ThelLt. Governorservesasthe Chair.



TheHealthCareCommissionhasfocusedon severa initiatives designedo increaseacces
to healthcardor uninsure and undeseved Delawareans, includingthe Community
Healthcae AccessProgramthe Stae Planning Program,andan analysis of the safetynet in
Delaware. TheHealth Care Commissionalso convenel a committeearourd mental hedth
issuesandpublishedThe Committeeon Mental HealthIssuesFinal Repot.’

Delaware M edicaid Office

TheDelawareMedicaid Office is administeed by the Division of SocialServicesUnder
Delaware’sMedicaidprogramthereare two Medicaid ManagedCareOrganizationgMCO9
andDelawareHealthyChildren Progran (DHCP),Delawarés SCHIPprogran. Underthe
Medicaid managedareplan, Delavare regdents chosebetwea the DiamondStatePartners,
establshedin 2003and managed by the stateMedicaidoffice, or DelawarePhysicians Care
HealthPlan,establishd in 2004andmanagedy Schdler Anderon of Delawae,
IncorporatedBoth ManagedCare Organizationffer identicalMedicaidbendit packages.
DPHworkscloselywith DE Medicaid on avariety of issuesjncluding accesgo hedlth care
covera@ andmedicalhomesfor all children,includingthosewith specialhealth careneeds,
andpreghantwomen,oral health access,preretal care acces, Child DevelopmeniWatch
operatios, andearly childhoodsystemsievelopmat. To date, 139,187Delavareresidents
receiveMedicaid servicesand10825 children arecurrentlyenroled in the DHCP program.

Delmarva Health Initiative

Fourcommuniy partnersjncludingthreehospitalsystems(BeebeHospital,Bayhealthand
Nanticoke)andthe Division of PublicHedth Office of PrimaryCare,have joinedforcesto
identify thosewithout a medical homeandto provideinformationto helpthemto acces
sewvices.This patnershipis responsibleor developingand implementingthe Rural Health
Plan.

Department of Education (DOE)

TheDelawareHealthand SocialSevices,andthe Departmentof Educationwork
collaboraively to develop programgpromotingthe health of childrenin Delaware Examples
includethe deliveryof EPSDTsavicesin theschoolsettingandin providingsupportfor
SchootBasedHealthCenters. The Departmat of Eduationinitiated a CoadinatedSchool
HealthCoalition in 1999thatincludes severakcommissonsor task forces, baseduponthe
CDC Coordinatd SchoolHealthModd which includeDPH participation. Currentlythere
are threecommissions:Hedth Eduation,Health Servicesand Physcal Eduation. Future
commissonswil | indudeNutrition Senices,SchoolClimate, Staff Wellnessand
CounselingServices.Thusfar standads have beendevelopedfor healtheducationthat can
beusedin othercurriculasuchas realing or socialstudies. The CoordinatedschoolHedth
Progiam Teamis compasel of a variety of healthandeducationrelated agenciesprivate,and
publicincludingparents. Theyreauited schoolapplicantdo participatein aneeds
asseswentof healthneedsin their respectiveschools. After identifying the specifc needs,
plansweredevelopedo targetthoseneeds. The Departmat of Education(DOE) has also
collaboraedwith DHSSin devdopmentof the PartC earlyinterventionefforts. Staffare
alsohousdandincorporaed into the CDW teamandserveasliaisonsfor transitionand
Individualswith DisabilitiesEducdion Act (IDEA B andC) issues This yearthe Office of
HealthServicesDOE, in partnershipwith the DPH to providetrainingto schoolnurses on
teenpregnancyprevention, lead poisoning tuberculoss, immunizationsand public health



reources. Delavarehas a comprénensie systemof school nurses, with onein eachschool
andmostprivateschools There areove 300full andpart time school nursesn Delaware
thatservestudentsn pubic and privateschools. The Departmat of Educdion andthe
Division of PublicHedth havealsoin partnergip, to providetrainingto the schoolnurses on
bio-terrarism andemergencyrepaedness

. DOE Head Start Collaboration Office

The DOE-HeadStat StateCollabomtion Office andthe Division of PublicHealth have also
partneredinderthe Healthy Child Care AmericaandECCSprojectsto pilot the Partnesin
Excdlence:PromotingSoda and EmotionalCompetencisin YoungChildren (PIE) project
in 15 HeadStars, ECAPsandchild carecentersstatewide. The purpo will beto develop
andutili ze evidencebasd sodal-emotiond classroomstrategieso promoteresiliercy and
fosterappropriatesocal-emotiond well-beingin youngchildren.

Department of Health and Social Services (DHSS) Division for Aging and Adultswith
Physical Disabilities

This Division hasthelead for Traumaic Brain Injury issuesn the state. The CSHON
Directorworkscloselywith the Division to ensurethatthe needof childrenareaddresed.
DPH hasalsoworkedwith this division on a variety of initiativesfor olderwomen.Although
theDivision for Aging andAdults with Physicé Disabilities maintainstheleadfor the adult
TBI issuedn thestae, the Division of PublicHedth, CSHCN,is working througha
Sub@mmitteeof the Council for Pasonwith Disabilitiesto addresshe pediaric TBI/ABI
issues TheDivision for Aging and Adultswith Physicd Disabilitieshasgainedappovedfor
a TraumaticBrain Injury Medicaid waiver for theadultpopulation.

. Department of Health and Social Services (DHSS) Division of Social Services Child
Care Office
TheDivision of SocialSewices,Child CareOffice managesthe child careservicego
supportfamilieswith youngchildrento enablethe caretéker to hold ajob, obtaintrainingor
meetspecialneedsof the child. Child caremayaso beprovidedin child abug casego hdp
protectthechild. Theserviceis available for childrenfrom infancy throughtwelve yearsof
age.DSSdeterminesligibilit y basedontheneedfor serviceandincome.Theincomelimit
is currently setat 200%o0f the Fecerd PovertylLevel (FPL). DPHand DSSChild Cae
Office havepartnerd to ensuretha hedth andsafeay standardsn all licensedchild care
centes andhomestatewde areimprovedthroughtraining,technicalassstanceand
regulationsThe DSSChild Care Office is asssting DPH with fundingto supportthe
statwide networkof child care health consiltants in thecomingfiscal year.

DHSS Division of Developmental Disabilities Services (DDDS)

Division of Developmatal Disabilities Serviees(DDDS), DPH collaboratesvith DDDS on
Traumaic Brain Injury issuesrespitecare,andChild DevelopmentWatchopeations.The
DDDS providesanarray of sewices for individuds with mental retardatiorandother
specifc developmentadlisabilitiesand thar families, who me« eligibility criteria. This
agencyis currentlypartnering with DPH andothercommunitypartnerdo pilot universal
developmentascreenig of all children underthe age of five.
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DHSS Division of Management Services

This agencyprovideshumanresources, budgé developmentandevaluaion servicedo other
DHSSdivisions. It also house the Birth to ThreeOffice, which providesadministratiorfor
PartC.

DHSS Division of Substance Abuse and Mental Health

TheDivision of PublicHealth (DPH) workswith this agencyon women's healthissues,
planningawomen'shealth conferenceandinfant mortdity issues. Therearefive objectives
relatedto alcoholanddrugusein Hedthy Delawae 2010.

DHSS Division of State Service Centers
DPH hasworkedwith this agencyto improvethefollowing programsdesignedo assist
Delawareansmostin needand link to theappropriatecommunity or state resource:

» TheDelawareHelpline providestoll-freeinformationandreferral for peronsseeking
informationaboutpublic andnon-profit services.

» DentalTransportatiorSewices,in cooperatiorwith the Delawareschool system,
ensuesthatschootagel dligible low-incomechildrenaretransportedrom schoolto
dentalclinics locatedin the statesavice centers

* Adopta-Fanily is astatewde progamthataidsfamilies in crisis --- those struggling
with ill nesshomelessnas,domestic violence,povety or unemployment.This year
theypartneredvith DPH to include Backto SleepandSIDSinformationto pregnant
womenandfamilies with childrenunderthe ageof one.Theyalso partneredvith
DPH to provideMedicaid/SCHIP informationto all familiesreceivingschod
suppliesfor their children in the Fall of 2004.

» Carseatloanerprogran providescar seatgo needyfamilies.

DHSS Division for the Visually Impaired
The DPH Child DevdopmentWatchworkswith DVI to provide servicecoordnationfor
childrenwith visualimparmentsor who aredeaf andblind.

Federally Qualified Health Centers

The Office of PrimaryCareis locatedin the HealthSystemdvlanagemen$ectionof DPH. The
HealthSystemdVlanagemenbDirector assstsasafacilitatorto the Federdly Qualified Health
Certers andcoadinateswith the Family HealthSectian Directorto ensureavarietyof primary
andpreventivematernabndchild hedth services.

The Office of PrimaryCare staff continueto work closely to ensureacces to healthcare
sewvicesfor uninsuredandundeseved Delawareans Delawarehasbenefitedgreatly from
the Presicent’s Initiative to increaseaccesgo healthcae sevicesthroughcommuniy health
centes. Delawarenow hastwo Fedealy QualifiedHealthCenterdFQHCSs)in New Castle
County(HenriettaJohnsorMedical Cente), onein Kent County(DelmarvaRural

Mini stries/KentCommunityHealthCenter),andonein SusexCounty(La RedHealth
Services.
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14. DHSS Office of Emergency Medical Services
The Office of Emergery Medical Services of the EmergencyMedicd ServiesSectian, has
coordiratedwith MCH, including CSHCN, regading issuesaroundemergencypreparedness
for children andwith injury prevention. A SpecialNeedsAlert Progran hasbeenadivated to
link CSHCNwith the 911 systemandthefirst respondersvithin their conmunity. There are
four objectivesrelatedto injury anddisability in Hedthy Delaware2010.

15. Department of Servicesfor children, Youth, and Their Families
TheDepartmenbdf Sewices for Children, Youth,andTheir Families(DSCYF)was created
in 1983to consolidatechild protective (Division of Family Sevices,DFS), child mental
health,andjuvenile corredion savices within asinge agency. Family HealthServces
(FHS) hasmaintaineda coopeative relationshipwith this agencyfor joint planning of
sewvices. A Memorandunof Undestarding (MOU) betweerthe DPH andDFS edablishes
uniform criteriafor respandingto reportsof abuseandneglet¢ anddelineateghe
regpongbilities of DPH and DFS personnel. The MOU addresesthe nee for ongoirg,
collaboraive training and joint caseplanningbetweenpersonnein eachagency DFSand
DPH areco-locatedat severalocal siteswheredirectserviesareprovided. DFSstaffis
alsohousdat bothsites of Child DevelopmentWatchandarefully incorporatednto the
multidisciplinary assessentteam. In addition,DPH hascollaboratedvith the Office of
Child CareLicensingto improvethetrainingand suppat for childcareprovidersin the areas
of health andsafetyandin the developnentof the earlychildhoodcomprehensiveystems
planning. The Division of Child MentalHealth hasaworking relationship with Schoot
BasdHealh Centes, works closelywith centercoordinatorso ensureappropride referrals
andobtaintrainingfor staff, andhas contributed to the developmenbf the Maternaland
Child Healthgrant.

16. SSDI
The SSDIprogramis partof the Hedth SystemsManagemen$edion within Communiy
Health.The SDI Coordinatorservesonthe MCH NeedsAssesmentSteerirg committee.
Otheractivities,bothplannedandcompletedjncludethe completionof an inventory of
reourcesavailablein Suss& Countyand the barriersexpeaiencedby the Hispanicpopulation
in accessingdpealthcare; completion of anoral healthcareneals assesmentof pre-schal
andelementaryschootagel children throudhoutthe state completionof a Community
HealthProfile for evely comnunity in Delaware andpresenttion of thoseprofilesto
communiy leadersandcollaboraion with the stateandcommunitystakeholdersin
developingstrategesfor addressingdentified needsderivedfrom the MCH needs
asseswent.

17. Women, Infantsand Children Program )WIC)
WIC workswith the DPH and otheragencis to provideservicesand ensurequality. For
instance WIC wasinstrumentalin theformationof the DelawareBreastfeeding\dvisory
Board,which now opeites unde the perinda Associationof Delaware WIC alsoworks
closely with teenpregrancypreventionprogramso preventadditionalpregnanciesyith the
Immunizaion programto esure compliancedy their redpients, andwith themarch of Dimes
programto provideinformationaboutfolic acid.
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18. Perinatal Board

In November1995,GovernorCapersignedexecutiveOrderNumber37 establishinghe
DelawarePerinataBoard. The Peinatal Boardhas over this pag yeardisbandedvhile
actingasaninterim committeeto assistwith the preparatiorof legislationfor a new
HealthyMotherand Infant Consortium The Consortiumis theresultof amajor
recommendationf the statewidecomprehenise Infant Mortality TaskForce.

19. Infant Mortality Task Force

20.

The Infant Mortality Task Forcewas implementedvith thefollowing goalsto include:

» Definingtheinfant mortality statusof Delawareascompaed to the nationandthe
region

» Definingthedispartiesamongraces relatedto infant mortality anddetemining the
reasongor theincreasinglispaity gaps.

» Identifying risk factors andundetying etiologieswhenpossble.

* Reviewingscientificliterature with the purposeof determiningrisk factors for infant
mortality andbestpradices for prevention and intervention.

* Determining andassessingheimpad of relevantrisk factors.

* Increasingawaremssof the scopeof the problan amonggovernmat officials, medical
profesionals,andthe public.

* Improvingcoordinationbetweenandamongpublic and privatesector agen@s.

 Recommendingritica changesto the profile of, operationf, and supportof the
DelawarePerinataBoard.

» ldenifying areasrequiringadditiond researty andeducation

Theresuts of the“Inf antMortality Task Force”havebeenfinalizedwith thereport andits
recommendationforwarded to the Governor. The Infant Mortality TaskForcewas
mandatedo developbroad-bas& recommendationor thereductionof infant mortdity in
the stateof Delaware Therecommandationshave beenbaseduponscientificevidence,
definedpartnershipsexpectedcontribuions, timelines, review,andevaluation. These
recommendationsncompasdut are not limited to chargedo busines, communty,
educationcomrmunitiesof faith, providers,insurers andthe government.

Delaware Healthy Mother and Infant Consortium

Pendimg legislation,HB202 autlorizes useof fundsto improvematernalndinfant hedth.
In addtion, thelegislatian estdlishesThe DelawareHealthyMotherand Infant
Consortium(DHMI C) to coordinateefforts to prevent infant mortality andimprove the
health of pregnanivomen and infants in the Stae of Delaware. DHMIC is a networkof
organizationsaandindividuds thatwill provide statavide leadershipandcoordinationof
effortsto preventinfant mortdity andimprovethe healthof pregnanivomenandinfants
throughoutDelaware The Consortium’sprioritiesandadvocacyagendashallbeinitially
dictatedby therecommadaions contanedin thereportentitied*Redudng Infrant
Mortality in Delawae — Recmmendationsf the Infant Mortality Tak Force”,releasd in
May 2005.
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21.

22.

23.

Fetal and Infant Mortality Review Pilot Project

TheFetalandInfant Mortality Review (FIMR) pilot studywas bornout of an interestto help
inform the Infant Mortality Task Force (IMTF) on the potentialbenefits of locally applying
thenatioral FIMR modd, a process of reviewingfetal andinfant deathgo addres gapsin
the systemaf caretha seve women,childrenandthear families Infant birthsthatresulted
in adeah at ChrisianaCare Health Systemduring2003wereincludedin thestudy. The
studywaslimited to onehospitd for logisticd ea® and to facilitate medicalrecad
availablity. Fifty-six potentid infantdeathcasesvereidentifiedtha metthesecriteria; eight
casesvereexcludedasbeinginappiopriatefor FIMR, and hencethefinal pilot study sample
wascomprisedof 48 infantdeahsocaurringto 43 motheas. Theproposedlanfor FIMR is a
stating pointfor disaussionamongthe partnersandstekeholdersin Delawarecommittedto
improvingmaternalndinfant healthoutcomes FIMR is a processthatis adaptableo local
needsandshouldberevievedon areguhr basisto beg seve Delaware’scommunities.

March of Dimes

TheFamily HealthSavicesDirector (Title V) hadservedon the ProgramServies
Commiteeof the March of Dimes.The Family Hedth Seavices sectionstaff voluntarily
serveson variousMarchof DimesDelavareChapte (MOD) commiteesto improve the
healthof babiesby preventingbirth defectsandinfant mortality. Thereis currentDPH
represeimationonthe PragramServices, GrantsReviev and CommunityOutreach
committeesThesecommitteesconsistof representatiorfrom publicandprivate agencies
bugnessleaderscommunityadvocats andfamily advisors DPH hasprovidedfunding
towardsthe annualprematurity summitwhich focuseseducatinghe communityandmedical
providerson the specificnealsof familieswith prematureor low-birth weight childrenand
developmenof strategis to redue the numberof prematurebirths. DPHwill continueto
collaborage with theMarch of Dimesin ajoint effort to increag acessto quality prendal
care,reducethe numberof premaurebirthsandbirth defectsandimprove healthoutcome
of all children. TheMOD stdf collaborates andseveson DPH’s Infant Mortality TaskForce
andthe FetalMortality ReviewCommitee.

Perinatal Association

ThePerinatalAssocationmergedwith ChildrenandFamiliesFirst; thesepatnerssharea
similar mission. ChildrenandFamilies First conductsounséng, fostercare,andthe
Reurce MothersProgram. Thereare nine (9) ResourceMothers,three(3) down stae and
six (6) upstate.ChildrenandFamilies Firstwill continuethetraditionof targetingwomen
leastlikely to seeksevices andthe uninsural. Themajority of the staff is bilingual. Their
roleincludes butis notlimited to, prenatd, postpartumandnewbom education,
trangortaton to prenaal and pediatricoffice visits, andassistane with obtainingappropriae
reourcesincludinginsurane, house and jobs Themerged partnersip supportscommnunity
Resurce Mothers. PAD and DPH work asateamon sharedclient casa andwork to
provide eachclientwith the mostcomprdnensive carewithout duplication of activities
Reource mothersarepargrofessionds from the communitywho identify andassist
motherstheirinfants,and families with accessng neededesources Theyserveas
mertors/rolemodelsby teaching anddemongratingskills in avarigty of areas including
meru planning budgetingparenting gtc.
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24.. Head Start and Early Childhood Assistance Program (EAP)
HeadStartis adninisteredby sevencommunitybasedrganizationsthroughouthe state.
Ealy ChildhoodAssistancePragrams (ECAP) arestate fundedprogramsadminsteredby
the Departmentf Educationand opeatedby sevente@ communitybasedorganizations
throughoutthe state includingexising HeadStartgrantees, school districts, andotherearly
educatioragencies.Approximatdy 1,875childrenbetweenthreeandfive areservedby
thetraditionalHeadStat program. Eight hundredfif ty (850) four yearoldsaresened by
EAP and40 areservedin Migrant Head Start. All programdollowed the federalHead
Stat Performancé&tandards.The Division of PublicHealth participateson the HeadStat
Stae Collaboraton project, which was establishedo developstatelevel partnershipgor
plannirg andpolicy developnentfor HeadStarteligible childrenandther families.
Priority areasncludewelfarereform, healthacess childcarg socialandemotional
wellnessdisabilites,educdéiona opportunitiesyolunteerismliteracy, andhomelessess.
The HeadStartStateCollaboraion Office diredor serveson the Early Childhoal
Comprehensiv&ystens grant(ECCS) steeringandexecutivecommittes andHealthy
Child CareAmericaDelaware (HCCA-DE) advisorycommitteeln 2005,HCCA-DE and
the HeadStartStateCollabordion Office have partneedto providefundingand resouces
for the piloting of Partnerdn Excellence:PromotingSocial& EmotionalCompetenesin
YoungChildren(PIE)in 15 Hea Starts ECAPSandChild CareCentersstatewide An
additional partneris the Devereux-oundatiorand oneof the evaluationmeaureswill
utilize the DevereuxEaiy Child AssessmenDECA) tool.

25. Early Success
TheDepartmenbdbf Eduation’sEally CareandEducationOffice is a key collabomatorwith
the Division of PublicHedth ontheealy childhoodcomprehasve sydemseffort. Initiated
in 1998,Early Sucesswas developal as the state’s coordinatedplan to addressheearly
childhoodissuesof children, birth to eight,who receivedout of homecare.Thegovernor
establshedaninteragencyesourcemaragenent committeemadeof the cabinetsecretaes
fromthe Departnentof Hedth andSocal Services, Departmendf Services to Children,
Youth and their Families, Depatment of Education Office of Budget,andthe Controlle
Geneal's Office. Additiondly, thegovernorestablishedhe DelavareEaly Careand
Education Council,comprised of private citizens,and the Office of Early CareandEducaton
(OECE) to ensurehatEarly Succesgoalsandobjectivesveremet.In aneffort to providea
comprekensiveapproab of early childhoodseavicesto al families,the ECCS andthe
OECE,with full suppot from the Delaware Early Care andEducationCouncil, have
partneredo unify Delaware's eaty childhoodinitiativesandbroadertheinitial Early
Succes planto includechild health, sociatemotionaldevelopmentandexpandamily
enggemat domains.This will provide a statavide strategicplanthatis comprelensive,
coordinatedandaccessile to all children,birth to five, and their families. It will alsoenable
theDivision of PublicHedth to provide statewde leadershipn child healthand
developmentssueghroughmultiple public/privatecollaboratiams.
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26. Child Death Review Commission
The Child Death Reviev Commissionwas signedinto Delawae law on July 19,1995 The
Commisionoverseeshework of thetwo Child DeathReview Pands, one for New Castle
Countyandanotherfor Kentand SussexCountes. The Commissions compo®d of
leaderdrom stateagendces, police, nursesphysicians attorneygeneral’soffice, social
workers,andchild advocaes. The Commis$on hasthe powe to investigateandreview
thefactsand circumstaces of all deathsof childrenunderl8, which occurin Delaware.
Furthermorejt hasthe power to administeroathsandcompelthe attendaceof witneses.
Its purposeis notto ad asanarm of thepolice, but to look at systensto deternineif the
deathwasprevenable A deathis consideregreventablef oneor moreinterventions
might haveaveredit. The Commissionlegislationhasbeen amendedo nowinclude child
death,neardeathandstillborn. Efforts arein progressto edablisha Fetalandinfant Death
Review processin connectiorwith the Child DeathReview Commisson.

The Director of CSHCN is also a memberof three governor appanted councils related to
personswith disabilities. Active paricipation on a numbe of other committeesensures
collaboraion and coordnation. These include: the Interagency Coordinatng Coundl, the
Depatmentof EducationChild Outcomes Work Group the ISIS datamaintenanceeview, the
IMTF, the ECCS Executive Committee,the Eally Intervention Steering Committee among
others

The Statealsoheld meetingsthathelped to furtherdefinehedth needsParticulary ashealthcare
pertaingto pregnantwomen, mothers, and infantsandchildren,the MCH Steging Committee
determinedhatmuchwork had alreadybeea accomplishedluringthe past few yearsin

assedng needsTopicalneedsassessmentreadycompletel wereutilized including provider
andconsimersurveys. Community needs assesments also playeda majorrole in deternining
stak priorities. DatausedincludedVital StatisticsReports HospitalDischage Data; Youth Risk
Factor BehaviorSurvey (YRBS); Behavioral Risk FactorSurveillancesurvey(BRFSS);
NewbornScreening)ata;ReportableDiseaseData;andSchoolBasedHealthCenterdata

In thefuture,the Pregnacy Risk Assessrant Monitoring SurveillanceSurveyis being
recommendeavithin the Division of PublicHealth Thereis somedaa thatis not availableto
Publc Heath suchas emergeacy roomvisit data,nonfatalinjurieswhennot hospitalizedand
someMedicaidencountedata. Anothergoalcurrentlybeingplannedis thefull implementation
of the FetalInfant Mortality Review (FIMR) program.Thepilot for FIMR hasjust been
completedwith adraft recommendaion report beingreviewed.Dataandinformationfrom
PRAMS andFIMR will greatly enhancetheongoingneedsasgssmenproces.

3. Assessment of the Needs of MCH Groups
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A. Overview Of Delaware Demographics

The Stateof Delawareis locatedon the eagernseaboaraf the United States.A smallstae
encompssingjust 1,983squae miles, Delawareranks49" in areaamongall states. Three
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counties, New Castle Kent,andSussexcoveronly 96 milesin lengthand 35 milesin width.
Thestatesof New Jasey, PenngylvaniaandMaryland,aswell asthe Atlantic Oceanand
DelawareBay, borde the Stae of Delaware.

Per2003 dataDelawarés totd populdion is approximatdy 792,84. The majority (56%) of
thepopuhbtionis betweertheagesof 20-59. The populationagead 0-19 accountfor another
27%and,finally, thoseage sixty (60) andup constitutetheremainingl8%. It is interesting
to notethat since1990,children ages10to 14 haveincreasedy 29% The population
estmatefor Delawarefor 2004was 830,364 ;a four percent increase.New CastleCounty
increasedy .01%,Kent Countyby 3.0%,and SusexCountyby 2.2%. The population
estmatefor Delawarefor 2010is 838913.

Thetop five employes, stating with thelargest,includethe Stateof Delawae, E.l.du Port
deNemoursandCompany, MBNA CorporationChristianaHealthCareSystemsand the
DoverAir ForceBase. Themedianincomeacross the stae is $40,009with the percapita
incomeat $15,854. Accordingto theU.S. CensusBureau, in 1999,10.4%o0f Delawae's
populationcanbe consiceredpoor (lessthan100%of the Federalpoverly guidelines).
11.0% of all Delawae'schildren underl8 arepoor(Threeyearaveage).

Cersusdatashowsthat the stae'smedianincomegrewby almost5 percent to $47,381from
1989t0 1999. New Castle Countyhad the higheg medianincomeat $52,419 followed by
Kent Countyat $40,950and Susex at $39,208. Themedianincomein Sus&x roseby 12.3
percentbecauseaninflux of older,wedthier, andbetteredu@tedretirees movedinto beach
areas. Overall,the datashow significant gainsin well-paying professond jobsbecaseof
thegrowthof servie industriessud asbanking. However the dataalsoshowthatnot
everyonebenefitedrom the deade'sgrowth. The numberof familiesliving in povertyrose
andthe gapbetweenthe poorandthewell to do widened. The numberof familiesin poverty
grewby 23 percento 13,306betwesnthe 1990and 2000. The numberof single mothersin
povertygrewby 24 percentto amost7,000women. Thepercent of peoplein service
occupatbnsgrew from 12.6percentin 1989to 14.6percentin 1999.Peoplen
marufacturingjobsdroppedby about21 percent to about12.5percent. However,thenew
censudiguresshowthat the numberof peoplein upperincomesgrew in the pastdecade
while the percentagef families in povertyalsoincreased. In 2000,63,663Delaware
houselolds,or 21 percen, reportedan annualincomebetwea $50000and$74,999 making
thatincome groupsthelarged. In 1989,thelargestpercentagef the states household - 20
percent fell into the $35,000t0-$49,99%ange. When adjustedor inflation, thatrange
trandatesto Censu2000's$45,425t0-$64,892brecket.

Between2000and2001,the Division of Public Health pulledtogehera statevide
partneship of over 150 Delawareangrom businesscommunity,healthcare,educaton, and
governmenbrganizaions to createthe HealthyDelawae 2010Initiative. A multi-sector
steeing committeeestablishedhevision and goalsfor theinitiative and a collaborative
proces to developmeaurdle hedth improvemenbbjectivesfor thedecade At theendof
theprocesspver60 privateand public sectorpartnersagreedo becomePrevention
Partners to involvetheir organizations stef and membeasin thedevelopmenand
promotionof HealthyPeople2010;work towardsthe achievemenof healthfor all
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Delanareansandbeactivepatnersin theinitiative. Severalbf theobjectivesandstraegies

of Healthy Delawae 2010arein the MCH planand aresoreferenced throughouthis
applicaton.

B. Population

From1990to 2003,Delaware’s totd populationgrew21.8perent,anincreaseof 145345
additionalresdents(see Table1.1).

During this period,the Suss& Countypopulationgrewalmost47 percent.

Table 1.1 Total Delaware Population by County, 1990-2003
Source:PopulationConsotium

Area 1990 | Percent 2003 | Percent .
Population change | Percent change
Delawae 666168 | 811,513 145,345 21.8

NewCastle

County 441,946 66.3 | 514,68| 64.0 72,222 16.4

KentCounty 110,993| 16.7 |131,MW5| 16.1 20,012 18.0

SussexCouny | 113,229 17.0 | 166,800 20.5 52,811 46.6

Total 100 100

 The state’spopulation grew morediversein the decadefrom 1990 to 2000 (seeTabe 1.2). The state’s nonwhite
populdion grew from nearly22 percentof the total populatian in 1990to almost28 percentin 2000.

« During this decadethe stake’s Hispanic popuation more thandoubled from 15,154to 37,277. The state’s black
populdion increaseanorethan34 percent,aratenearlytriple thatof the states white population.

Table 1.2 Delawar e Population by Race and Ethnicity, 1990-2000

Race 1990 | Percent | 2000 | Percent | Change
Per cent change

White, Non-Hispanic | 535,331 | 78.6 | 584,773| 72.4 49,439 9.2
Black,Non-Hispanic | 112,15 | 16.5 | 150,666| 18.7 38,41 344
Ameiicanindian 2,19 0.3 2,731 0.3 532 24.2
Asian 8,770 13 16,259 20 7,489 85.4
OtherRace 7,740 11 15,855 2.0 8,115 1048
Hispanic 15,151 2.2 37,277 4.6 22,126 1460

100 | 100

Source:CensusBureau
» Theminority populdion in New CastleCountyincreasd from nealy 20 percentof the
county’spopultionin 1990to almost27 percent in 2000(seeTablel.3).

* Minority residentsn Kent Countygrew from 22 percentof the county’s populationin 1990to
morethan26 percenin 2000.

» While SussexCounty’sotherracecategory (primarily Hispanics) nearl tripled from 1990to

2000,thecount’s white populaton grew from 70 percentof all resdentsin 1990to 80
percentof theall resicentsin 2000.
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Table 1.3 Population by Race by County, 1990-2003

New Castle | White | Percent | Black | Percent | All other races | Percent
1990 355,748 | 80.5 72,531 16.4 13,667 31
2003 376,034 73.1 |110300| 21.4 28,134 5.5

Kent White | Percent | Black | Percent | All other races | Percent
1990 87,298 | 78.7 20,633 18.6 3,062 28
2003 96,612 | 73.7 29,453 | 225 4,940 38

Sussex White | Percent | Black | Percent | All other races | Percent
1990 92,288 | 69.3 18,961 14.2 1,980 15
2003 133,604 | 80.5 25,636 154 6,800 41

Souce: PopulationConsortium
 During the pastdecade the growth rate among minority resideints in New Castle and Kent Countiesgreatly
exceedel thegrowthratefor the countes’ white residentgseeTablel.4).

Table 1.4 Population Growth Rates by Race, 1990-2003
Area White | Black

All other races

NewCaste | 5.7% | 521% 105.9%
Kent 10.7% | 42.7% 61.3%
SUSSE 44.8% | 35.2% 243.4%

Souce: PopulationConsortium
» The state populationis projected to increag by 6.8 perent during the nex seven years,
reaulting in anadditiona 55,015 residenty(seeTable1.5).

» The growth ratefor peopleover age65 is expectedo be twice that of any otherage, adding
18,655moreseniorgto the state’spopulation.

» Theyouthpopulation,age5-14,is expecta to declineslightly during the nextsevenyears.

Table 1.5 Delawar e Population Projections by Age, 2003-2010

2003 Per cent 2010 Per cent Change
Per cent change

Populaton | 811,513 | 866528 | 55,05 | 6.8

Age 0-4 53,706 | 6.6 | 5585 | 6.4 | 1,989 3.7
Age514 | 111224| 13.7 [ 109,601 126 | -1,623 -15
Agel519 | 55472 | 6.8 | 59,28l | 68 | 3,809 6.9
Adults(20-64) | 482,972| 59.5 | 515,157| 59.5 | 32185 6.7
65yeas+ | 108139| 13.3 | 126,794| 14.6 | 18655 17.3

Souce: PopulationConsortium

» The populatian projectionsfor the next sevenyeass reflectconsiderablevariationin the populationgrowth patterns
by agewithin eat county(seeTable1.6).

* New Cadle Couwnty is expectedto experiencethe largestincreasein the numberof youth age 15 to 19. This
populdion is expectedto grow 18.7 percentoverthe nextfew years.
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» SussexCourty is projeciedto experiencea slight decreasén the numberof youthagel5to 19 overthe next seven
yedas.

* By contrast, SussexCounty is expectedo seea 22 percentincreasein its populaton age0 to 4 overthe next few
yeas.

* While New Caste Countyis projectedto experiencea slight declire in the numberof residentsover age65, this
groupis expededto grow 13.6percentin SussexCounty through the remairderof this decac.

Table 1.6 Population Projections by Age and County, 2003-2010

Area 2003 2010 | Change Per cent change
New Castle
Populdion 514,468| 536,315 | 21,847 4.2
Age 0-4 34,396 | 34,842 446 13
Age5-14 71,630 | 71,85 305 0.4
Age 1519 35,103 | 41,6/1 | 6,568 18.7
Adults (20-64) | 313,026| 327,885 | 14,859 4.7
65 years+ 60,313 | 59,82 -331 -0.5
Kent County
Populdion 131,005| 138,603 | 7,688 5.9
Age 0-4 9,615 | 10,130 515 5.4
Age 5-14 19,456 | 19,669 203 1
Age 1519 9,959 | 10,47 488 4.9
Adults (20-64) | 76,059 | 81347 | 5,288 7
65years+ 15,916 | 17,110 | 1,194 7.5
Sussex County
Populdion 166,040| 189,061 | 23,021 13.9
Age 0-4 9,695 | 11,865 | 2,170 22.4
Age 5-14 20,138 | 21,615 | 1,477 7.3
Age 1519 10,410 | 10,83 -377 -3.6
Adults (20-64) | 93,887 | 109,310| 15,423 16.4
65years+ 31,90 | 36,238 | 4,328 13.6

Souce: PopulationConsortium

» Wilmington, the largest city in the state,is projectedto experience a slight decreas in its overall populationover
thenextseven years(seeTablel1.7).

Table 1.7 Population Projections by Age, Wilmington, 2003-2010

Per cent change
2003 2010 Change
Popuation 72,425| 71,377| -1,048 -14
Preschool0-4) 5360 | 4,756 | -604 -11.3
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Adolescent (5-14) | 10,281 9,991 | -290 -2.8
Schoolage (15-19) | 5,102 | 5,301 289 5.7
Adults (20-64) | 43,105| 42,592| -513 12
65yeas+ 8,577 | 8,647 70 0.8

Soure: PopulationConsortium
C. Geographic Disparities

Althoughthestat s relativelysmadl, disparitiesexistaaossthecountieswith regad to acessto
quality healthcaresenices. Some of the problemsarepredominantlyfoundin certain area
while othersarecommonin each of the counties. For exanple,while it takes lessthanthree
hours to drive from oneendof the stateto the other, transportations amongtheworst of the
problemsin eachof the counties. Coupledwith the geographidistributionof primarycare
physiciansanddentiststhis resultsin critical acces issues. Radal, culturalandlanguage
bariiers leadto accesproblensandplaceadded burdenson the system.

Susex Couny is thepoarestin the statewith anestimated0% of its residentdelow200% of
thefederalpovertylevel as comparel to 23%for thered of the state. Theunemploymenrate is
alsohigher andthe averageincomeabout $8,000lessthan the stateaverage.Key informants
noteseverakcomnunitiesin Westen Sussg& andsouthof Georgegown tha haveparticular
difficultiesin accessingare including Frankfort, Clarksville, Selbyille, Hickory Tree,Seaford,
LaurelandBridgeuville.

Placesin Delawareother thanthe city of Dover, Kent County, while muchsmallerthanSuss#
County,isalsomainlyrural. Becauseof its populationsize,the countyhas been precludedrom
thebeneit of federd designaionsnecssry for eligibility into manyfederd programs. Kent
Countyhashadthelowestaccessrate to prendal carein Delawae. Overallhealthservicesn
therural partof the stateare morelimited in availability whencomparedo northernNew Castle
County.

Thecity of Wilmingtonis like mosturbanareasthroughout the nationand hascorrespondingy
high ratesof teenpreghancyrates,infant dedhs, childrenbom to singlemothes, juvenileamrests
andAIDS casesKids Countprodueda fact bookfor the City of Wilmington andfor the Stae
of Delaware with avolumeof data andtrendsrelatedto Maternal Child Hedth. The City hada
Pubic Health Officer for oneyear and thefundingwascut. At thetime therewasa health
conslltanton boardandshecontinuesto be on contractdirecly to the Mayor's Office. Her role
is to organze andguidethe Mayor'sHealthPlanningCouncil. The Coundl hasbeenin existence
for aboutsix years.The consultanelso organizesthe Mayor's hedth initiatives, like his Hedthy
Walk with the Mayormonthly, the AID S forum annually,the Wilmington Wellness dayevent
andotheractivities of the Coundl. Areasof focusfor Wilmingtoninclude aacessto preventive
care,chronic diseaserevention, HIV/A IDS, mentalhealth,responsiblesexual behavior,
substane abuseandviolenceprevention
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D. Racial and Health Disparities

The Office of Minority Health for the Division of Pubic Health releagdareporton Hedth
Dispaiitiesin Delawarein March of 2001L. A Spanishversion of thedocumentwasreleased
in the fall of 2001. Thefollowing findingsaresignificant:

» Therewerethreeindicatorswhere theratefor bladks was3 timeshigheror more thanthe
ratefor whites:HIV Infection/AID S DeathRate(10.66), Homidde Rae (4.3), andAsthma
Hosptalization(3.3).

* Five indicatorsshoweda disparityratio of betweer? and4: Teen Birth Rae (2.71), Late or
No PrenatalCare(2.55),Pea centof Low Birth WeightBirths (2.08), Infant Mortality
(2.75),andDiabetedDeathrate(2.47).

* Fou indicatorshadadisparityratio betweenl and2: Alcohol-InducedDedah rate(1.64),
StrokeDeathrate(1.62),CancerDeah Rate(1.45)andHeartDiseaseDeathrate (1.20).

TheOffice alsoanalyze trendsanddeterminedhatlong-termdownwardtrendsweresignificant
for late or no-prenaté care andalcohotinduced deathrate Trendshavedecrease in the short
termfor low birth weight birthsandteenbirth rates However,for all otherindicatorsthe
dispaity ratioshaveeitherchangedor worsened.

OnMay 31,2005the HonorableGoverror Ruth Ann Minner signedthe ExecutiveOrder
NumberSixty-Eight which establishé the Health Disparities TaskForce.The Family Health
Seaction, alongwith the Maternd and Child Hedth Branchand the Adolescentand Adult Health
Brarch, will bekey participantsin the HealthDisparities TaskForce. The goalsof the Tak
Forceinclude:defining the health disparities statusof Delawareascompare to the nationand
theregion; documentig the dispaities amongracialand ethnicgroupsrelatedto specific
conditionsandthereasongor the ggps;identifying bestpracticesfor preventionand
intervenion; increasiiy awaremssof the scopeof the problemamonggovernmenbfficials,
medical professionalsnd the public; improving coordinationbetween andamongthe public and
privatesector;andidentifying areagequiring additiond reseach andeducation.

Forthepast 20 years bladks havehad infant deathrates thatwereat leasttwice that of

whitesin Delaware From 198286 to 1993-97 blacs and whitesshowael stealy improvemat
towardsreducinginfantdedh rates. But since199498, white rateshavestartedo increasewith
blackratesalsoincreasingsince 1995 1999.The black/whitedisparityratio has remainedwvell
abovetwo. While Delaware bladks remainedmuchhigherin thedeathser100,0®, the changes
in yeaty deathratesclosely mirroredeachother.
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Figure 3.15
I[nfant Death FEate by FEace
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Tizure 3,17
Leen Bivth Kate by Race
Delaware 1982-2002

Tean Birth Rates - Delaware

.
=

O st et = OO0

O rtas per 1,000 popaatios
==
=

f

C K AN U AN -
F O F T T PG P

u 4 e

Figurs 315
leem Lirth lack White Dispavity Mlakio
Delaware 1983-2002

Black™hite Disparity Ratio - Delaware

=f Blacs o Vi e Rales
e ol
)
]

1
& -I 1 1 1 1 1 1 1 1 1 1 1 1 1
% i a] 40 aln .} 3 S N
k= Ea 2 N e i % . k
w g o i o ok o = i ol

In 198286 Teen Birth Ratesfor blacksweretriple that of whitesin the stateof Delaware,
andcontinuedto increa® gradwally over the next sevenyears. Ratesstartedo declinein 1990-94
andhavecontinuedto do so. Whiteshavemaintainedstableteenbirth rates for the pag twenty
yearsin Delawarewith aloutforty births peronethousandeenageyirls. The black/wtite
disparityratio showedonly slightreductonsfrom justover3 twentyyearsago to aratio of 2.35
currently.
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Figure 3,19
Porvenlape of Lale vr Nu Prewalal Care by Race
Delaware 1050 2002
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Ligure 3.20
Late vr Mo Prematal Care BlackWhite Dispaity Ralio
Delawarc 1982 20702
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From198993to 199498 therewasa steadydeclinein the percentagef birthswith little

or no prenatakarein Delaware for blacksthathavesinceplateawedfrom 1995 to the present.
Whitesremanedat corsistentievelsthat werewell below the percentagesf blacks. In 1983-93
blads hada disparity ratio thatshowedblacksasbeing four timesmore likely thanwhitesas
havinga birth with little or no prenatalcare. Thecurrentlevel hassincebeenloweredto just
abouttwice therate of whitesandhasbeensteadilyfalling for the lastthirteen years.
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Figure 2.21
Poercentage of Low Birth Weldzht Births by Race
Delaware 1982-2002
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Both blacksandwhiteshaveshown measwedincreass in the percentof low birth weight
birthsin Delawarefor the pasttwentyyears While blackshaveshowvn a steadyclimb, whites
haveshownincreagsthatstartedn 1988-92 and continue to 1998-2002. The black/white
disparityratio hasconsistentlyshownblacksasbeingtwice aslik ely aswhites of havingalow
birth weight baby.Blackshavestartel to closeon the disparity gapdesiite theincreasing
numbersbecauseof the surging low birth weight birthsfor whitesin Delawae.
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Figure 3.23
Avillona Huspatalizativn Fales by Race
Delaware 1984 1002
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Figure 3.24
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Blacksin Delawarehaveshown verylittle progressin redwcing the asthma

hospitlizaton ratesper100000. Whitesalsohaveshown vety little progressin redwcing the
aghmahospitlizationrates but whitesmaintainlevelsthat aresignificantlylower thanblacks.
Overthelastnineyearsblackshaveshownbaoth progressandrecoil with astmarates, but still
maintain about300asthmahaospitalizatonsper 100,000. The black/whitedisparity ratio hasalso
shownvery little changeoverthe pastnineyeass andblacksarestill atarate of asthma
hospitlizaton thatis threetimesthatof whites.
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TheDelawareblack/whitedispaity ratiosaresummaizedin Figure 3.25below.
Figure3.25
Delawar e Black/White Disparity Ratios
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Sonrce: Center for Applied Demography & Survey Besearch, Univertitr of Delawars

E. Poverty

* Povertyguidelinesareestdlished annualy by theU.S. Departmat of HealthandHuman
ServicefHHS) base on famly size(seeTable2.1).

Table 2.1 2003 U.S. Department of Health and Human Services
Poverty Guidelines

Size of Family Unit | Annual Income | Size of Family Unit | Annual Income
1 $8,980 5 $21,540
2 $12,120 6 $ 24,680
3 $ 15,260 7 $27,820
4 $ 18,400 8 $ 30,960

Souce: U.S. Depatmentof Hedth and HumanServies
» While the numter of Delawareandivingin poverty increasedy morethan 12,000 to 69,901 from 1990 to 2000,
the percenageof Delawarensin povertyremairedrelatively corstantover the decaddgseeTable2.2).

» Thepercentge of Delawareasliving in povery is substatially lower thanthe natioral percentage.
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Table 2.2 Number of People Living in Poverty, 1990-2000

Area 1990 Per cent 2000 Number change Percent | Percent change
u.S. 31,742,864 12.8 33,899,812 2,156,948 12.4 6.8
Delaware 57,223 8.5 69,901 12,678 8.7 22.2

SourceCurrernt Populdion Survey,Cengis Bureau
» While New Caste County is home to more than 40,000 of the state’s70,000reddentsliving in povety, New
CastleCounty hasthe lowest povety rateof the statés threecounties(seeTable2.3).

» Thenunberof SussexCountyresidentdiving in povety grew by more thanonethird from 1990to 2000.

Table 2.3 Per centage of People Below Poverty by County, 1990-2000

Percent in Percent in th Numb Per cent
Area 1990 the 2000 ercent in the umber er cen
County change change
County
Delawae | 57,223 8.5 69,901 8.7 12,678 22.2
New
Castle 33,268 7.5 40,710 8.0 7,442 224
Kent 12,071 10.8 13,83 10.1 1,012 8.4
Sussex | 11,884 10.4 16,108 10.0 4,224 35.5

Source: CurrentPopulation Survey,CensisBureau

* In 2000, onein-ten Delaware children underage 18, totaling 22,572youth, live in poverty. This reflects a 17
percentincreasefrom 1990(seeTable?2.6).

Table 2.6 Number of Children Under Age 18 Living Below Poverty, 1990-2000

Area 1090 | Percent | 2000 | NUMber | oo ent | Percent

change change
US. |1148916| 183 |11,386031| -42,885| 141 | -04
Delaware| 19256 | 11.8 | 22572 | 3316 | 103 | 17.2

Souce: CensusBureau
* In recentyears,New Castle Countyhasexperiened a reductionin the percentag®f children
underagel8 living in poverty (see Table 2.7). This parallelsa reductionin the percentageof
childrennationwdeliving in poverty.

* During the period from the mid-1990’sto 2002, the percentagef Kent and SussexCounty
childrenliving in povertyalmos doubled.

Table2.7 Three-Year Average Percentage of Children (0-17) in Poverty by County

Area 1989 — 1991 | 1994 — 1996 | 2000 - 2002
u.S. 199% 21.8% 16.4%
Delaware 119% 13.8% 14.6%




132%
108%

NewCastle 13.9%

13.4%

9.2%
23.3%

KentfSussex

SourceCerterfor Applied DemographyandSurveyResearchUniversityof Delawae

» The percentageof families in the city of Wilmington with children underage 18 living in
poverty is nearly three-times that of New Castle County and double the rate in Kent and
Susex Courties(seeTable2.8).

» The percentageof Kent and SussexCounty familieswith childrenunderagel8living in
povertyis higherthan in New CastleCounty.

Table 2.8 Familieswith Children Under Age 18 in Poverty, 2000

# of Families Number in Poverty Poverty Rate
Delaware 105,081 10,403 9.9%
City of Wilmington 9,444 2,276 241 %
New CastleCourty 68,286 5,736 8.4%
KentCounty 18463 2,271 12.3%
Sussexcouny 19,168 2,296 12.5%
United States 13.6%

SourceKID S COUNT in DelawareFact Book, 2003
» The percentageof families in the City of Wilmington with childrenunderage5 living in
povertyis nearlythreetimes thatof New Castle County asawhole (seeTable2.9).

» Thepercentag of Kent and Suss& Countyfamilies with childrenunderage5 is appoximately
50 percenthigherthan in New CastleCounty.

Table 2.9 Familieswith Children Under Age5in Poverty, 2000

Area # of Families | Number in Poverty | Poverty Rate
Delawae 41,053 5,419 132%
City of Wilmington 3,720 1,157 311%
NewCastleCourty 26,472 2,89 10.8 %
KentCounty 7,415 1,216 16.4%
Sussexcounty 7,149 1,34 18.8%
United Staes 17.0%

Souce:KIDS COUNT in Delawake FactBook, 2003
* While the numberof femde-headd housholdsin Delawarewith childrenunderagel8living
in povertyincreasedealy 24 percentfrom 1990to 2000(anincreaseof 1,341 housdolds,

the perentag of thesehouseholddiving in povety declinedmorethan 5 percent(see Table
2.10).
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Table 2.10 Female-Headed Householdswith Children Under Age 18 Below Poverty, 1990-2000

Area 1990 Per cent 2000 Per cent

Number change | Percent change
u.s. 2,866941 | 423 |2,940459| 38.9 73518 2.6
Delawae 5609| 31.8 6,950| 26.3 1,341 23.9

Source: CensusBureau

e There are 26,419 Delaware househtils heaced by women with children under age 18. One-forth of these
housénoldslive in poverty(seeTable 2.11).

Table 2.11 Female-Headed Householdswith Children Under Age 18 Below Poverty
By County, 1990-2000

Area | 1000 | BEOW hoant| 2000 | BEOW | pgrgent | Number Per cent
poverty poverty change change
Delaware | 17,625 5,609 31.8| 26,419 6,950 263 1,341 23.9
New
Castle 11,625 3,202 27.5| 16,777 3,991 238 789 24.6
Kent 3,193 1,257 39.4| 4,832 1,461 30.2 204 16.2
Sussex | 2,807 1,150 41.0 4,810 1,498 31.1
F. Medicaid

» Medicaidis afederdly funded progamthatprovidesmedical assstanceto low- income
individualsandfamilies. Medicad eligibility canbe classfied into five broadcoveaagegroups:
children, pregnant women, aduts in families with dependentchildren, individuals with
disabilities andindividuds age 65 and older.

* In the pasttwo years, there has been a 16 percentincrease in the Medicaid eligible
populaton and an 18 pecent incresse in the numbe of Delawareansreceiving Medicaid
assistancéseeTable 3.2).

Year | #Medicaid Eligible | # Receiving M edicaid
2001 104,45 100,404
2002 113,355 110,044
2003 120,97 118,775
Year | Households

1990 11,900

1992 17,8@
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1994 21,935
1996 21,043
1998 17,4%
2000 13,840
2002 15,59
2003 18,267

Table 3.2 Monthly Average Number of People Eligible and Receiving M edicaid, 2001-2003

SourceDelawvareDepartmentf HumanandSocialServices

Food Stamps

* The federally funded food stamp program assists income eligible families to meet their
nutitional needs.

» Acoording to the Department of Human and Social Senices, there are 46,400 Delawaeans
receiving food stanps in 2003. From 20012003, the numbe of program beneiciaries in
Delaware increasedts.4percet (14,479people).

* In 2003, thereare 18,267 Delaware housdoldsrecaving food stamp assisance. This is down
from a high of nearly22,000householdsn 1994 (see Table 3.3). However,this refleds a 6,367
increasdrom the 11,900partidpating housdoldsin 1990.

Table 3.3 Number of Delawar e Households Recelving Food Stamps, 1990-2003

Souce: DelanareDepartmentf Human andSocialServies

Temporary Assistance for Needy Families (TANF)

» Tempoary Assistance for Nealy Families (TANF) wascreatedoy the Welfare Reform Law of
1996. TANF becameeffedive July 1, 1997, and replacedAid to Families with Dependent
Children (AFDC) andthe Job Opportunitiesand Basic Skills Training (JOBS) programs.TANF
is Delaware’smain cashassistace program.

* TANF providesassistanceand work opportunities to needyfamilies by granting statesthe
federalfundsandwide flexibility to dewelopandimplement their own welfareprograms

Delawar e Prescription Assistance Program (DPAP)

» The DelawarePresaiption AssistanceProgam (DPAP) beganJanuary200. This program,
funded throuch tobaco setlement funds provides up to $2,500per individual in eachstatés
fiscal yea for eligible clients. This programcoves medicdly necesary prescriptiondrugsfor
elderlyand/ordisabledindividualscurrentlywithout presription coverage Programparticipants
musthaveincomesbdow 200 percent of the povaty level or haveprescriptioncostsexceeling
40 percentof theirincome

* In 2003, there are 5,524 people on averageparticipating in the Delawae Prescription
Assgstance Program (see Table 3.5). From 2001-2003, there was a 70.2 percent increae in
recipiens, which hasnetted2,279new participants
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Souce: DelanareDepartmentf Human andSocialServices

Table 3.5 Delawar e Prescription Assistance Program, 2001-2003

Monthly Average | Children | Adults | Total
2001 10,194 | 3,404 | 13,598
2002 10,152 | 3,412 | 13,564
2003 10,505 | 3,6 | 14,14

Year | Average Monthly Recipients
2001 3,245
2002 4,878
2003 5,524

G. Housing and Homeless

(OIn 2000,therewere298,7360caupied housng unitsin Delaware(seeTable7.1). This reflects
a20.7 percentincreasg51,239units) from 1990to 2000.

* The perentageof new units in SussexCounly during this period was double tha of the
staewideincrease.

Tulble 7.1 Mumber of Delaware Ovoupived Howsioe Unils, 1990-20017
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* New Caste andKent Counties havecomparableoccupancyates(see Table7.2). Both counties

are close to ninety-five percent occupancy.In 1990, Susex County occupancyrate was 58.8
percentthis jumpedto 67.2percentin 2000.
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* From 19902000, there was a 24.2 perentincrea® in ownerocaupied strudures, while there
wasonly a12.3perentincreaein renteroccupiedstructuresn the state(seeTable7.3).
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* There hasbeena modestincreasein the numberof owner occupiedunits, asa percentagef all
housingunits, throughouthe stae.

4, Pregnant Women, Mothersand Infants
A. Major Health Issues, Gaps, and Disparities

Accessto Care
TheDelawareHealth CareCommissionasdesribedin the AnnualReport,wasformed
to addres healthaccessssueslt was recognizedat thetime thatwhile uninsured
individualswereableto accesshealth carethoroudh hospitalsthatcarewas
uncompensateddospitd emergencycare,howevercannottakethe placeof preventative
andprimarycaremanagedy a primarycarephysician.

I nsurance Coverage: Anothea reportcompleedin 1998(andrepedaedagainin 1999)by the
Universityof Delawarefor the DelawareHealthCareCommisson identified populations
without health carecoveragen Delaware Oneidentifiedreasonfor problemswith health
careaacesss no hedth insurance. Thetablesbelowlist charaderisticsof this populdion
from both reports.

Thechaacteristicsof the uninsued changethroughthe years Between 19961998 and
19971999,the proportian of uninsurel childrenincreasd; the proportionof uninsued
womenincreasedithe propotion of theworking uninsureddecreasedthe proportion of
thoseabovethe povertyline deadeasad; while the raceandHispanicproportionsremained
thesame. Thesefindings showtha the approachto improvingaccessto insurancemust
be multi-faceted. The Delawae Healthy ChildrenProgran couldhdp to enroll children if
theirinconeis low enough, under200%o0f thefederalpoverty level. Howeve, it will not
helpthosechildrenwhoseparents are peliodically unemploydor working but not
coveredby theirempbyerand cannotafford coverageonther own. Significantly, 40%
of thosewho areuninsuredareworking, althoughthis per centhasdecreasedrom 51%
duringthe lastperiod.

As with somanyotherhedth indicators,therearedefinite dispaities in insurance
coveragebetweenradal groups.Accordingto the study,bladk respondats havealmosta
50% higherrisk of beng without insurancethanwhite respondatsdo. SinceDelawares
Hispanicpopulationis low, daafor Hispanicss subjectto fluctuations.However this
studyfound thatslightly lessthan 24% of Hispanics werewithout hedth insurane
covergewhichis doublethatfor non-Hispanics.

» Delawae hasasmalle perentage of childrenwithout hedth insurancecomparedo theU.S.
(seeTabe 8.9).

» The percentageof children not coveredoy hedth insurancecontinuesto decrease.
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Disparities
There are disparitiesthroughoutthe healthsystemin accessand for specificpopulationsBelow
are themostsignificantof thosedispaities.

HIV: Asof 2004, therewere 3,347casesf AIDS reportedn the stateof Delawae from 1997
to 2001,the number of reportal casesincrease®9.7percent. Intravenousiruguse,andpeopke
havingheterosexuatontact with intravenousiruguses, accountor morethanhalf of
Delaware’s AIDS diagnosis.

Delaware AIDS Cases by Year of Diagnosisand Year of Report,

1990-2004
Y ear ‘ Y ear Diagnosed ‘ Year Reported
# of Cases ‘ Cumulative ‘ # of Cases ‘ Cumulative
1990 109 368 83 314
1991 126 494 90 404
1992 261 755 182 586
1993 266 1,021 383 969
1994 2% 1,315 282 1,251
1995 278 1,593 299 1,59
1996 269 1,862 299 1,80
1997 221 2,083 170 2,019
1998 183 2,266 142 2,161
1999 168 2.434 177 2,338
2000 212 2,646 222 2,560
2001 174 2,820 260 2,820
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2002 188 3,008 173 2,998
2003 209 3,217 213 3,20
2004 130 3,347 141 3,347

Souce:HIV/ AIDS Epidamiology, Division of Pulic Hedth, DelawareHealthandSccial Sevices

Delaware’s HIV/AIDS epidanic continuesto disproportionatey affectthe Black population
Blackscomprisel9% of the stae populationbut 66% of AIDS casesand64% of HIV cases
Amongfemales,80%of AIDS case and69%of HIV casesareamongBlacks,compaed with
59%and64% nationally. The nationalvs. Delawarecomparisoris even morestrikingamang
maeswhere62%of AIDS cases and61%of HIV cassarein the Black population in Delawvare,
compaedto the nationalpercentags of 35%and43%,respectively. For pediatriccasesy 1% of
bothHIV andAIDS casesin Delawarearewithin the Black population. Natioral dataon
gencer/race breakdowngvere unavaileble for pediatriccases.

Diabetes. DatashowsthatDiabetess highin Delaware particulaty amang African-Americans
In 1997,the BehaviorRisk Fador Surveillance System(BRFS)reportedthat6.4% Delawarans
havediabets.6.9%o0f womenreportechavingit asoppodto 5.9% men.However,9.5%non-
white femalesreportel havingdiabetes.Mortality ratesarealsohigh, particularly in Susex
County.Thefive-yea annualaveragel 9931997age adjusted mortdity rateper 100,000was
53.7for blackfemales in SussexCounty. Theoverallaveragdor blackfemalesn Delawarewas
38.9.Theoverallratefor white womenwas11.8and13.3in SusexCounty. According to birth
certificaterecords 3.7%of thebirthsin 1997 wereto motherswho haddiabdes.Datadoesnat
breakdownthe numbes according to whetherthe diabeteswasgestationabr preexisting.Also,
sincetherewereconarrs with the consigency of reportingfrom the state’shospitalsthis datais
no longerreported.

Diabeteshasgrownto aimostepidemicproportionsin Delaware acording to statisticsreleased
by the DelawarePublic Health’s DiabetesControl Program. This stateranks15" in thenaion in
theovenall rateof diabetes. This meanghatneary 82 people out of everythousanchave
diabetes.It getsevenworseasagesncreag. Theragemorethandoublesfor individual
between54 and64 years(166.7per1000)andpeaksat 204.4pe 1000aftertheageof 65.
ThoughDelawares oneof the smaleststatesin the country,it hasthefourth highest deathrate
of all the states.Additionally, AfricanrAmericanshada dedh rateup to threetimes higherthan
thatfor Caucasans.

To helpcombattherapidly growingincidence of diabetesandto limit the devasing resultsof the
disea®, overthenextyearChee will condud¢ anambtious Diabetes Intervention Program The
program’sgoalswill beto forestall the onset of diabetes, bettercontrolexistingcases and
diminishcomplicationdrom diabetes for SusexCountycitizensage50 andolder. The effort
will beespeciallyconcertratedin thewesternpart of the county,wheretheincidenceof diabetes
is highes.

To addres Delawares highrate, the stateHous of Repreentativesreaed a DiabetesTask
Force. This groupidentified four barries: edu@tionandawareness;accesg0o coverage/obstaes
to beneft coordination;laborintensivenavigaion of the system;andpsychosocialactors.The
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Division of Public Health’s Diabdes Control Progamhas developé saninars,supportsavices
andtrainingfor families andcommunity leaders on currenttreatmentgor diabees manaemaent
anddiseasereventionstrategiesAlso the Division hasprovidedfree health screaming and
assegwentfor participantsn the comrunity intervention. Theinitial targetpopulationwas
AfricanrAmericanadults35 andolderin Suss& County.The Division hasworkedwith a group
of communiy leaderdo form the Delawae DiabetesCoalitionthat is dedicatedo reducingthe
burdenof diabetesand its complicationsin Delaware The codition in collaborationwith three
anagedcareorganizaionsdeveloped a patientandproviderflow shed to promotethe useof

quality standardizedcare.Theflow sheetsdentify for boththe patientand the providerroutine
procedurestestsandspecialistsvisits that are necesary to reducethe complicationsof diabetes

Aghma: Asthmacanbe consideredaisanindicatorfor primarycareandoverallchild healthin
thatwith propercasemanagemant and adher@aceto properregimen,occurrencecanbe
minimized.As previouslystaed, thisis anotherareawheredispaities betweenvhitesandblacks
is very evident.Blacksin Delawarehaveshownvery little progressin redicing the astima
hospitlizaton ratesper100000. Whitesalsohaveshown vety little progressin redwcing the
aghmahospitlizationrates but whitesmaintainlevelsthat aresignificantlylower thanblacks.
Overthelastnineyearss blackshaveshown both progres ard recoil with aghma rates but still

maintain about300asthmahaospitalizatonsper 100,00. The black/whitedisparity ratio hasalso
shownvery little changeoverthe pastnineyeas andblacksarestill atarate of asthma

hospitlizaton thatis threetimesthatof whites.

Delaware’s Behavioal Risk Fador Suivey hasbeen collecting dataon asthmasince 2000.1n the
2002BRFSS,14% of Delawae adultsreportedtheyhadbeen told by a doctoror health
professonal thattheyhadasthmaat sometimein their lives. A 2003child asthmasuppkementto
the BRFSindicaedtha approximately45,000housholdsin Delawarehaveat least onechild
with diagnosedisthma.In 2004,about14.4%o0f Delavareadultsreportedhaving beentold by a
doctoror healh professionatha theyhadevea hadasthma.About 10% of the state’sadult
populaton reportedcurrently having asthmaTherate of children hospitalizedor asthma
(10,000childrenlesstha five yearsof age).The asthmahositali zaion rate has stayedrelativdy
thesameoverthelastthreeyears.

Geographical Disparities. Accessto Care
Overallhealthservicesin therural patt of the statearemorelimitedin avalability when
compaedto thenorthen New Castle County.

Susgx and Kent Counties:SussexCountyis the poorestin the stae with anedimated30% of its
resdentsbelow 200%o0f thefederalpoverty level ascompare to 23%for therestof the stae.
Theunemploymentateis also higherand the averageancomeabout$4,000lessthanthe state
averageKeyinformantsnoteseverakcommunities in WesternSuss& andsouthof Georgetown
thathawe particulardifficultiesin accessingareincluding Frankfort, Clarksville, Selbyville,
Hickory Tree, Seafod, Laurel and Bridgeville.

TheOffice of RuralHealth, in the Health SygemsManagemensectionof DPH with the
Delaware RuralHealthlInitiative developedthe DelawareRural HealthPlan The planwas
developedy reviewingavalable dataandreportsand interviewing key ste&keholdersTheresult
wasan environmenthandysis of the county'smultiple resourcesincluding sufficiency,qudity,
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andgaps Regardinghe MCH populdion, the plannotedsomeof the following gapsin
repurces

. Monitoring of outcomess limited.

. Providerto providercommuni@tionis sporadic.

. More bilingual capadty is neeled.

. Servicedor CSHCNarelimited in thatthere arenot enoughspeaalists andproviders

. Trarsportationimits aacess.

. Adolescentaccessnto family planningservicess problematicdueto lack of

trarsportationandavailability of clinic hours.

TheDivision of PublicHedth contractedwith the Universityof Delawae’s Certer for Applied
DemogaphyandSurvey Researchto surveyprimary carephysiciansin the statewith the
reailting report,Primary Care Physiciansn Delaware2001.Primarycarephyscians(PCP)
includethefollowing specialties:family practice,generapractice internalmedrcine, pediatrics
andobgetrics/gyneology. Theoveal findingsastheyrelae to MCH include:

 There areprobablysufficient primary carephysiciansin Delaware (1231:1)although
their locationandspecialtyis probablynot optimal.

» While therearecurently sufficientnumbes today,thos numbersare atthe uppe
rangeof whatis desirdle (1250:1)andKent County(1678:1)is well abovetha
targetnow.

» Theremaybea needto encouagemoreHispanicphysidgansandSpani§-speaking
physiciansandstaff, as thatpopulationgrowsmorenumerousn the stae particulaty
in SussexCounty.

» About 84% of primaly care physciansare accgpting new patientsbut the proportion
acceptinghewMedicae and Medicaidpatients(67%)is significantly lower. This
alsovariesby practicespedalty.

» Morethanhalf of primarycarephysigan’s timeis devotedo servirg Medicareand
Medicaidpatientswhile theyrepresat less than 20% of the population.

» Wait timesfor appointmentwary significantly beweenestablishecandnew patients
andals by county.Thereare aso significantdifferencesetwea the specialties.

» Only about45% of primary care physiciansemploy nonphysicianservices from
advancegracticenurses, physician assstants,andothers.

» About 23% of Delawarés primary carephysiciansdo notbdongto any managed
carenetwork.Therateis highestin Kent County(29%).

* Primarycarephysidansare fairly well distributedin subareasof thecounty The
only exceptonto thisfinding is for OBGYNSs.

Practice Characteristics
The 739primarycarephysiciansin Delawareare distributedaaoss diff erentspecialties

andhavedifferenttypesof practiceslin this section some of the key charactersticsof those
practcesarediscussedTheattribuessekctedfor amalysislargelyrelateto capacity and
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availablity for paientcare.
While in theoly primary carephysiciansdeliver similar services theyalso practicein
thdr reportedspecalties.Figure 3.1 contairs the estimetesfor thes specialtiesby courty.

Flzure 3.1
Speclalty of Primary Care Phyzlclans
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No onespecializatbn really dominatesthe distribution. In generakhe number of

physicansin internalmedicineis roughly equivalert to thosein family practice. Thoseclassifial
asgeneal pracitionersaredeclining andthe vastmajority of thoseare overtheageof 65. The
numberof OBGYNsandpediatriciangn Kent and Sussex courtiesis clearly showinga different
patten. Some of this canbeattributedto different demayraphics in thetwo countiesin that
residentof Kent County aregererally younger. Thedifferencesn the percemagedistribution
shownin Figure3.2 belowalsoreflectthesefindings
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Thedistributionin Figure3.2 shows thatprimary carephysiciansaredistributed

essentally in threemajorgroups. Onethird arefamily/gereral practitiones; onethird are
internistswho focuson adults; andone third are primary care physiciansfocusedon snaller
groupsof patients About 50% of pediatriciansstgp seeirg patierts whenthe patientsreachl8
yearsof ageandthebdancewill ceasdreamentby age2l. Similarly, OBGYNsaregeneally
concenedwith femalepatierts. It is interestingto seethat SussexCounty hasa significanty
larger proportionof primary carephysiciansn the“full-senice” group.

Primarycare physiciansvith family practiceor interral medcine specialtiesmay

provide pediatic andOBGYN sewrices. The extentof this crosoverbetweerthe
specaltiesis shownin Figure3.3, below. First of all, the tableneedssone explanation.
ThelineslabeledPediatric anrd OBGYN includeall primary carephyscians.Thelines
directly beneathexcluce the specialigs in those area. Thus,83.9% of primary care
physiciansin Kent County provide pedatric sewvices and 81.1% of non-pediatic primaly
cae physicansprovidethoseservicesPehapsthemog interestingpartof this
informaionis thatalarger proportion of nonrOBGYN physcians areproviding OBGYN
savicesin Kent Courty. This is consistentwith the much smaller proportion of OBGYNs
availabk in Kent County. In contrast,the samecamot be sad for pedatric services in

Kent County.Therearerelativelymorepedatriciansin Kent Courty thanelsewhere,
howeverthe proportionof non-pediatic physiciansproviding thosesewicesis notlower
aswould be expectedClearlythisis a more conplexissuethancanbe adeaately
addresedhere, howeverit certairly relatesto the youngeragedistributionin Kent

Couny.
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Oneof themog critical issteswith regect to the capaity of primary carephysiciansis
whethertheyareacceptingnew patients.The datawith regectto this questionis foundin Figure
3.4below.Between81%and92% of primary carephysciansreport that theyare acceptig new
patients. The proportion is lowestin Sussex County. The moreinterestingpoint is which
specaltiesareacceptig new patients More than 90% of OBGYNsandpediatriciars are
aacepting newpatientsIn contrast,81%of family andgereral practitiorersareaaceptingthem,
while about 84% of Internistscurrertly areacceptingnew patiens.

Primarycare physiciansverealsoaskedf theywereacceptinghewMedicareand/or

Medicad patiens. Thoseresultsare alsofoundin Figure 3.4, below. A cautiorary noteis needed
for interpretingthe Medicareresuts. Pediaticians comprise almaost 20% of primarycare
physicians.Howeve, theyonly see avery small setof Medicarepatients,.e. thosesituatiors
where oneof the specialprogramsallows a child to have acces$o Medicae throughSSI (Social
Security Insurance)In reality, about 80% of non-pediatricprimary care physiciars areaccepting
newMedicarepatientsin contrastto the 68% indicatedin the table.Still, thatis well belowthe
edimates for all patents. This mayreflectthe factthatolder patiens will occupy substantially
moreof a given phydcianstime thanyounger patients.Thete aresignficant differencesbetween
thespecalties. Theacceptane raterargesfrom 75%for family practiceto 81% for OBGYN.
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Theresultsregardinghe accepance of newMedicaidpatientsaresimilar to thosefor

Medicae butwithout the cauticnary note. Therearedifferercesbetweerthe countiesandwith
physicansin Kent County beingthe leastwilling to acceptew patierts of this type. Thefact that
Kent Countyhasthe fewestprimary carephysiciansper peisonundoudtedlyinfluenceshis

resut. Further thereis a significant differencebetweenthe specialties with acceptancef new
Medicdd patients varyingfrom 63% for family practiceto 89%for pediatriciars.

42



Number of Persons per Primary Care Physician
by Census County Division

Souce: Cener for AppliedDemography& SurveyReseach, Universty of Delaware

Figure4.1
Number of Persons per Primary Care Physician
by Census County Division
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There alsoseemto be sone problensatrading new physiciansinto Southen Delawae which
may leadto a shortageasthe currentgroupagesandasthe populationgrows,particularlyin
Susex Couny. Slightly morethan80% of primary carephysiciansareacceptingnew patients
butthe proportionacceting newMedicareandMedicaid patientss significantly lower. This
alsovariesby practicespedalty. In Kent County, thereis a differenceof over44 percentage
pointsbetweerthosePCPscurrentlytreatingMedicad patientsandthos willing to acceptnew
ones SussexCountyfairs slightly betterwith a differenceof about28 percentag@oints.One
rea®n for this differenceis thatmoretime is neessay for thesepatients Statewideabout 24%
of overallphysiciantime are spent on Medicaidpatients However,only 12%of thetotal
populatonareMedicad eligible. Thedifferencein physciantimeis not unexpected sincemost
eligiblesarechildren.Aboveis themap showing thedistributionof primarycare physidgansin
the stateof Delaware
Anotherareaof needin Southen Delawareis mentalhedth. As a study doneunderthe auspices
of the DevebpmentaDisabilities Planning Councilby Elwyn, Inc. Mental Hedth Study for
Delaware, PopulationAgesBirth to 24 repotedtha keyinformantsin the mentalhealth
commurities in Kent and SussexCourties pointedto alack of servicegproviding behavioral
healthcarein eitherthe private or public sectors Thedraft RuralHealthPlanlists other
concens:
- Ambulatory chemi@l depaxdency ard substace abuseservicesappeato be insufficient;
- Child andadolescat services are insufficient;
- WellnessCenterstaffreport significantaacessproblemsfor mentalhealthservicedor
childrenandadokesents
* No formal processs avaiable for adolescent behaviorahealthreferralsor for linkages
betweenprimary careand behavioralhedth resource
* Thereis 0.5FTE child psychatristin the county,locatedon the coast;there areno
pediatricor adolescenbehaiora hedth unitsor hospitalservicesn Suss& County
* Knowledgeof, andlinkagesbeaween resaurces (communic#éion), in thechild and
adolescenpopulationarelacking

New Castle County: There arepocketsthroughoutNew CastleCountywhere accessto health
careis aproblem. In addition to Wilmington, thelargestcity in the state thereareotherareas
wherepoverty,lack of transpotation, culturd bariers,etc. arecommon. Theseareasncludethe
Rt. 40 corridor, the Middletown-Odessarownsend(MOT) area and Claymont.

TheMOT areaneedsnental hedth sewvices,services for cancermatientsandtransportation
This areahasgonethroughremarkable growth in thelast 10 yearswith mary middleandupper
middle class families building homesin the MOT area It hasoneof thefew schooldistricts that
are addng newschoolsIt added a newhigh school afew yeas agoand plansto adda new
kindergartenandgradeschool. However,serviceshavenot kept pacewith the growth.
Physcianswho come to theareato practicehaveno troublefilling their waiting rooms. Despite
theinflux of thewell-to-do families, thereareeconomicallydisadvantagd areasn all three
townswherejoblessnessdcohol,anddrugshavebeenthenorm.

TheRoute40 corridoris an areaof smdl developmentihabited by theworking andnon
working poor. Not only is transporation not routinely available,but thereareno storesor
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activitiesthatarein walking distance.In fact, walking on Route40is dangerousvecausehere
are no sidevalksandthetraffic movesquickly.

Claymontin NorthernNew CastleCountyis an urbanareawherethere arepocketsof povety
andtransportations moredifficult than in thecity. Usingpublic transportationit can takeas
muchasafull dayfor a personliving hereto getto andfrom aclinic.

City of Wilmington: Thecity of Wilmingtonis like mosturbanareasthroughot the nationand
hascorrespondinty high ratesof teenfertility rates infantdeathschildren bornto single
mothersjuvenilearrestsandAIDS cases AlthoughWilmington doesnot havea city health
departmentit hasrecently focusedmoreon the healthneedsof its populationandhasrecently
hireda PublicHealthOfficer.

DPH arnd Wilmington worked togetherto asses neeal througha Health benchmarkingproject.
Key informants(about40 people) wereinterviewed througlout the city of Wilmingtonto
identify thekey areasf nedl in thecity.
Thereallts were sunmarizedinto sevenmain focusareas

* Improving youthandadolescent health

* Supporing HealthyBehaviors

* Improving Accesso health care

* EnvironmentaHealth

* Monitoring Wilmington'sHealth

» CreatingaHealthStructure for the City

* Improvingthehealthof olderadults

AlthoughWilmington hasmajor hospitalsandavailablephysiciansaccesgo care remainsa
problemin thefollowing areas:

* Locationsandservicetimes which arenotconvenient

» Transportatiorwhichis not acessibleor affordable

* Toofew culturally competentedth careproviders preferaby bi-lingud

» Lackof pharmacyservices for the uninsuredand unde-insured

* Lackof Dentalcare

* Few Ancillary services

» Lackof heathinsurancecoverage

As aresut of creatng a health strudure group thecity createl a PublicHealthOfficer position.
ThePublicHealthOffice hasrecently creaeda vision also basdonfindingsof the
Benchmarkingprocess.Of notein regadsto the MCH populationare:

* Tocoadinatewith the stateagendestheflow of informationpertainirg to hedth issues
including butnotlimited to, diabetes,sexually transmitteddiseass, mentalhealth, infant
mortality, andleadcontamination.

* To help with theeduational effort promotingregonsiblesexualbehaviortendingto
reduceteenageregnancy.

* To help find answerdo the problem of substancebusewvhich mustincludealcoholand
tobaccoagendasindaddressinghetobaccouseamongadolesents.

45



* To help community organizationgormulate programsaddresingtheissuesf physcal
activity andobesity/overweight
* To help promotehedthy communities.

In addtion, thecity creaed the PhysicianAdvisory Boardfor the Mayor, which the Directorof
Pubic Health co-chairs.As aresult of the monitaring hedth work group,the city contractedvith
Kids Countandthe University of Delawareto produ@ Wilmington Counts.

In October 1999,the City of Wilmington andWilmington Hedthy Stat helda Housirg
Roundablefor Pregnat and Parenting teens. Needsdentified were:domesticviolence
programs,child careand after schoolcare, casemanagemeniemergencyssistane,
trangortation,coordinationand collaborationbetweerleadagendes, healthinsurane, sulstance
abue® sewices,health serviesnea housing,sde environmentsbudgetingand lifeskills training,
stress managerant,andparenting.

B. Program Capacity by Pyramid Levels

1.) Direct Care Services and Enabling Services

Accessto Care

Of greatconernin Delawae has beenacces or early entryinto carefor pregnantvomen
in Kent County. Delawae usesthe Kessnerndex to determineaccesgo careard just this
yearusedtheKottechud Index as well. Both showan acrossheboad reducedacces to
care.

Thereareno clearcut answess to this situation.The Division of Public Healthand the
Office of HealthStatistis areworking closelywith the newlyto be formed Healthy Mother
andInfant Consortiumand Kent Countyprovidersto determingoot causes andto addres
them.Initiation of the PRAMS surveymayhelp. TheInfant Mortality Forumfinal repat
has moredetailson accessto care

Financial Access

Impact of Medicaid and managed care

Satsfactonwith Hedth CarePlans: Saisfaction with healthcareplays alargerole in
accessig care.If anindividud is dissdisfied with herdoctor,shemaynot enter into care
assoonassheshould.If sheis unawae of whatherhedth careplanpaysfor, she maynot
attemptto accessa nealedsenice. The Delawae HealthCareCommisson fundeda
ConsumeAssessmenf Hedth Plans Study(CAHPS)in Delaware.A majorcompament
of the study wasa surwey of adults,agel18 and above abouttheir experiemmeswith their
health planandmedica care duringthe previoussix months.At thetime of thesuney,
74%  of Delaware’snonelderly adultswereenrolled in someform of managdcare.

This surveyfollowed onetha hadbeenconductedn 1997but morepeopleweresurveyed

allowing for moredetaled compaisons.Onekey finding wasthatDelawareangre more
satigiedwith their health plansthantheywerein theprior year. The 1998findingsalso
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showeda statstically significantdifferencein satisfactiorbetweemmanagedcareand fee
for senice enrollees. Feefor serviceenrolleesveremoresatisfied. This wasa changefrom
thepreviousyea whenthereis no staistically significantdifference.Interpretationsfor this
gaparethattheenrolleesemainingin feefor servie are likely to be the mog saisfied
with their plan; survey sanple increase deterioratingnanagedae quality which seems
unlikely thatit would dropsomud in oneyear;andthe“bashing”of managd carein the
media.On theotherhand, overall ratingsof hedth careandratings of specialistshov no
significantdifferencesdbetween manage careandfeefor service For mostof the spedfic
measuresisedby the survey there was no differencebetweermanagel careand feefor
service Eventhoughthe surveywasdaed, it reflectsthe currentstatusof theimpactof
managedcare.

Benefits: The Medicad managed careplans(DiamondStateHedth Plan) coverall of the
basic Medicaidserviesaswell asenhanced carefor pregnat womencaled SmartStat
andcomprehensie EPSDT savices. Postpartum homevisits arealsorequired underthe
plans.Family planningbendits are extended for all womenwith Medicad for two years
aftertheyloseeligibility for comprénensivecoverageFreelomof choicefor family
plannirg servicegs still protectedsothata womanmaygo to anyqualified providerfor
family planningservices regardlssof the planin which sheis enrolled.

As Medicad participants beginutilizing their medicalhomesandprimary careproviders,
thereis muchlessdemand uponpublic healthto provide direct medicalservicesat public
health clinics, althoughthis variesin each county. All pregnantvomen,regardlessf
insurancestatusjdentified as “at-risk” mayobtainSmat Startserviesthatarecurrently
providedthroughthree agertiesincluding DPH. Becausef the newstricterfederal
reguations, Medicaidcannotpayfor SmartStartserviesto undocumentednmigrants
althoudh Medicaidfundscan pay for basic treatnment. Fundingfor DPH SmartStart
serviceds providedthroughTitle V, Medicad andrevenuedollars.

The switch from fee-for-savice Medicaid to managedcare haslimited someof the
opportwitiesfor DPH to comeinto contactwith these women andenroll themin prograns
suchasSmart Start. Howeve, othermethodshavebeen developedsuchasco-locaing
DPH staffin OB-GYN offices.Anotherarea of concernis thatmanageaarecompanies
have estiblishedauthorizdion proceduresthatarecumbersomanddifficult to track. They
also havehaddifficulty in retrieving reliable encounte datafrom physiciansPublicHedth
staff have recentlybeen meetingwith the MCOs to sharesomeof their experiaceswith
edablishing encountedatasystemstrackingclients,and ensuringhatpatientsreceive
follow-up checkups. In addition, oneof thetwo remaning managedare providershas
recentlyswitchedto fee-for-savice for its enrolled physicianswhich mayhep to provide
thenecesarydatto track programsucces.

Cultural Acceptability

Culturalissuesftenpreset barriersin providing healthservices. Throughoutthe statea
majorissueis thelanguagebarier. LanguagespokenncludenumerousSpanishdialects,
Pakitani,ChineseCreolg Haitian, Korean,ViethameseandseveralAfrican dialects.
EvenAT & T'sthird partytranslaion programfaces diffic ulties with the SpanisHanguage
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becausetherearesomary dialectstha exad translations impossibleandthetrandators do
notknow howto translatemedicd terminology. Sud translationalso takesalot of time
andreceptioniss saythey do not havetime to usethe service. Hospitalshaveonly sporadc
trarslation services.Oftentheycall uponafamily membe without a healthbaclkground
andin manycaseghildren. In atleastoneinstance a child attendedthebirth of his sibling
sohecouldtranslatefor his mother.

Othercultural differences exist which presentotherproblems. For instance, somecultures
objectto amancominginto thehometo give a child therapy if the man of the houseis not
home. Although hemayrequetawomantherapisttheagencymaynothaveone. Also
womencomingfrom other countries suchasGuatemalahavenothada phydcal exam
Same of thesewomen havecometo family planningclinics and havebeen shockedhat
theywould needto be examned. Thesessuegequirenotonly sensitivity from staff but
time to work with thewomanto hdp he achievea comfortlevel with theexam.

Availability of Prevention and Primary Care Services

OBGYNs:

Primary carephysicians haveavalable to themresurcesto extend their own abilities to
servepaients.Theadvanced practicenurse(APN), the certified nursemidwife (CNM), and
thephydcian’s assisant (PA) arethe mosttypical suchresource. Therearesignificant
difference betveenthe specialtieswherethe OBGYN andpediatricprimarycare
physciansarefar morelikely to employall of thesealternativeresoures.(See belowfor
moredetail)
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Midwifery: Therearelessthan 20 midwivesin Delaware The Birthing Cener in northernNew
CastleCounty employees the servicesof midwiveswho deliverabout80 babiesayear. A few
yearsago, KentGener&Hospitalclosedits maternitycenterwhich includedmidwife services.
TheDivision of PublicHedth participated on a transition committeewhich workedto ensure
thatprivatedoctorswere realy to take additionalpatientsandto ensurethat the uninsured
receiveservies.OB/GYN Associatesvorkedwith the stateto enhancetheir availablesenices.

Service Area#1: Primary Care Needs

Susgx Couny is currently designded as a Medically UnderservedArea (MUA), andasa
PrimaryCareLow Income Health Professonal ShortageArea (HPSA). Desigrationis basd
in partontheoverallnumberof full time equivalent(FTE) physiciars.
According to the Primary Care Physidansin DelawareReport(PCP Report, 2001, which
was compiled by the University of Delaware’sCenterfor Applied Demographyand Survey
Resarch:

- Thereis one FTE primary care physician per 1,231 people in Delaware 1:1,318

peoplein SussexCounty; and1:1,678peopkin Kent County.
- Thenunberof FTE primary carephysidganshasincreasedin ead of the courties

between1998and2001:
1998 2001
Delaware 610 636.5
New Castle 429 442.2
Kent 72.3 75.5
Susex 108.7 118.8

Eight percentof the primary care physiciansin Suss& Countyare of Hispanicorigin, which
is highe thanthe state(4.3); New Castle County(3.9); andKent County(1.3).

The estimatedneed for additional primary care providersdiffers when taking a “by the
numbers’view versusdoaumentingthe experiencereporteal by individualsrelatedto “limited
practical accessor availability” of numerically adequateproviders Acces may aso be
compromisediueto thefollowing fadors:

- Practicesnaybeclosed to new paients.

- Practicesnayaccept limited insurancgpublic healthinsurance, suchasMedicaid
andStateChild HealthinsuranceProgram(SCHIP),aswell ascommercial).

- While the federal criteria for FTE (hours of practice pea wee) are met,
productivity is not consideed (i.e., low productivity would effectively reduce
cgoacity).

- Typical hoursof opeaation (no eveningsor weekends).

- Lack of knowledge or skill in the care of special populations(e.g., disabled,
child/adolescentAIDS, andgeliatrics.

- Theprimary care capadty is cluster@ aroundhospitals espeally for OB/GYN
services, thus making aacess geogaphically difficult for some citizers —
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particularly those lacking private transportation. This geograghic problem is
institutionalized, to same degree, by howital credentialing rules requring
physiciansto live within 30 milesof the hospital.

- Cultural accessibility (Hispanic population) and multi-lingual capacity are
limited

The Universty of Delawae, Centerfor Applied Demogrghy andSurveyResarch compiled
themod recentDelawvareans Without HealthInsuranceepot in 2001(DWHI Report).
According to the DWHI report, approximately 10.9% of SussexCounty resdents are
uninaured. This is slightly higher than New Castle (10.5%), and lower than Delaware
(11.3%)andKent (15%).

According to the DWHI report, approximately 88,000 Delawareansare without hedth
insurance. Of that, 16,000 are from Sus®x County, 20,000 are from Kent County and
52000arefrom New Castle County.

Service Area#1: Primary Care Resour ces

Summary of Findings: Primary Care Gap Analysis

Awarenes. Hosptals makemedical staff directories avadlable and provide informaion on
availabk primary carepractices. DPH devdopedand distributald a Health Care in Delaware
brochure,which provides informaion on avalable resourcesstatewide (including Susex
County).

Acces. Improvementshavebeen made to access/intake. SussexCounty has numercally
adequatecapacity, but problematic geogrgphic distribution. Fewerthan 37% of PCP sites
have Spanishbilingud capacity. 26% of Sussex County PCPsdo not participatein a
maragedcarenetwork. Primay careaacessfor special populdion is problematic. Providers
treat 92.4% of Mediaid patients with 70.2% acceping new Medicaid paients. Providers
treat88.8%o0f Medicae paientswith 74.5%acceptinghew Medicare patients. Recruitment
of health individualsto provide primary “well caré remainsproblematic.

Direct Service Primarycaresevices areavalable throughprivateprovides, hosital based
providers and community health centers. La Red Health Center opened in 2001 and is
serving approxmatdy 3,000 customes annually. The Kent Community Health Center
(DelmarvaRural Ministries) provides primaly careservie@sin Dover.

Referrat Linkages with behavioralhedth, geriatric specialistsand dentalservicesremain
guegionable.

Monitoring: The 2000 Consuner Assessmat of HealthPlansin Delaware meauresqualty
and accesibility to primary care and gave SussexCouny a quality rating of 7.9 (out of a
possible 10) while managed care organizdions received a qudity rating of 7.7 (out of a
possible10).

Infrastructure Hospital bylawsrequirephysiciansto resde within 30 milesof hospital.
Leadeship: Delawae Rural Health Initiative (DRHI) will provide a leadershiprole.
Hogpitals, the Division of Public Hedth, the Delawae Health Care Commisson (including
DIMER), andphysician organizationshavetakenaleadeship role in increasingorimary care
acces.
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* Planning The DelawareHedth Care Commission(DHCC) hastakena coordinatingrole in
recruiing healt careprofessionalsandhavingdataavailable.
» Communcation Communicationacrossall provider networkshasimproved.

Availability of Speciality Care Services

Alcohol and Drug Abuse Programs: Accordingto a studycompldedby the University of
Delaware for the Division of Alcoholism,Drug AbuseandMentalHealth,PrevalencendNeed
for Treamentof Alcohol and OtherDrugsAbuse AmongWomenin Delaware lack of research
regarding drugabusingvomen has mace it difficult to develop programsspecificallygearedo
women However,studieshaveshownthatfemalespeific programshave a highersuccesrate.

Reflections,the substancabusecenterat GovernorBawn locatedin Delawae City, New Castle
County,has a capacityof 12 mothersand4 infants. Infantsmustbeunder6 monthswhenthe
motherentersreatmentasthefadlity is notfunctiond for toddlersandolder children. This is
theonly residentiakreamentcenteravaileble exclusivelyto women.

2.) Population-Based Services

Newborn Screening

This progam is responsiblefor identifying, in the newbon period, certaindisarders which, if

untreated, result in mentd retadation and other disabilities. Our efforts include screening
sewvicesfor over 31 disordes provided at the birth site prior to dischargeand repeatedetween7

and 28 days.Delawae Public Hedth regulationsrequirethat all babiesbe saceened However,
regulations permit families to decline screaing for their baby if their religion prohibits such
tesing.

DPH countyfield stdf will continueto supportthe screening programby providingfollow-upin
thehomewhensaeeningshave not ocaurredin the hospital(i.e., homebirths) or arepeatscreen
is needed.While mostreped screensarecompletel in the hospital,a referral is madeto Public
HealthNursingfor ahome visit if an infantwith anabnomal HMD cannotbelocated.

Thestate will continueto screa for PhenylketonurigPKU); Congeanital Hypothyroidism (CH);
GalacbsemiaHemoglobinopthies,BiotinidaseDeficiency,andMaple SyrupUrine Disease
(MSUD).

The Expandechewbornsaeening will continue however becaus of ethical corsiderations,
only thoseproblens thatcanbetreated aretested. TheyareHomocystinuria, MSUD,
Tyrosinemia,Ureacycledisorders,otheraminocidopathiesMCAD, otherFattyacid oxidation
Methylmalonicacacgmia,Propionic academia, Isovderic academiaGlutaric aciduia 1, other
organicaciduria,andG6PD deficiency.

Funding Mechanism Newbom Screening dollarsaregeneratedhroughrevenue.
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Geographic Availability/Distribution: Delawarehasanoutganding record in meetingthis need.
Everybirthing hospitalpaticipates

Universal Newborn Hearing Screening

This programis responsibldor assistingDelawarebirthing fadlities to achievethe goalfor
everybabyto havea hearingscreening prior to dischage Our effortsincludecoordinaing
activitieswith the Delawae Infant Heaing Assessent andInterventionProgram centralizing
hearingscreemg dataandtracking, and providing follow-up on babieswho fail the screens Al
Delaware birthing facilities providehearingscreeningprior to discharge.

Regulatonsfor theBirth Defects Survellance andRegistry Programrequire thereportingof all
birth defectsincludingheaing imparmerts. All Delawarebirthing sites voluntarily screerthe
hearingof newbornsand report resultsusinga sysemsetup by the Newborn Scresning Program
office. Ninety-eightperceat (98%)of thebabiesbornin Delawareweresaeenedfor Newborn
Hearing. The Newbomn Hearing Screenng progran identified twenty-oneinfantswith a hearing
lossin 2004.

TheHearingAid LoanerProgram loanedout hearingaids to 2 babiesdiagnosd with a hearing
loss. Programinformationwasplacedon the NewbornHearingScreeningvebsiteto ensurehe
utilizationof the program.

A datacommitteewasdevelopé to undertake our ongoing problemswith definitions,and how
to breakout thedata. The datacommitteewill decidewhat“lost to follow up” meansandwhat
datashouldbereportedat the stae andhospitallevel.

With the DE Newbon Heaing Saeening Programin place all DE babieswho arereferredfor
diagnhosic evaluationas aresult of their hearingsaeening will befollowedthroughthe Progam
Office. TheCentralReade’s Staion atthe programoffice recordsall pertinentinformation and
theNewbornHeaing Coodinatorcontects parents, providers andthe Medical Home. Birthing
facilitiesreceive Qudity AssuraceReportsfrom the Programand scheduledvisits. The program
aimsto achievea god of 100%diagnoss for all babies referedand 100%amplification for all
babiesdiagnosedvith deahessor heaing loss.

Funding Mechanism Fundingfor hearing screenss primarily throughfederalgrants.

Geographic Availability/Distribution: Hearingscreensareprovidedat the six birthing sites the
tertiary carehosptal for children,the Birth Centerandthe midwife for the Amish.

Breastfeeding Promotion

TheWIC programsuppats thereinforcemat of the WIC NationalBreastfeedingcampaign,
Loving SupportMakesBreastfealing Work throughlocal media,andthedistributionof pins
pens bamers,posterspaby blankets,breatfeedingresourcdaexts,and othermarkding mateials
to those agenciesemployeesparticiparts and facilities thatparticipatein the project.Clients
receiveencouragemd, information, and eduationfrom WIC, Family Planning,andSmart Stat
visits in thehome. . WIC contratswith thethreetheatrego runthe Loving Supprt Makes
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BreasteedingWork logo asaslide prior to featurefilms. Pregntationsby the Breasteealing
Coodinatorareongoirg.

Breastfeedingis atopicincludedat multidisdplinary asgssmenin nutrition discussions DPH
facilitatesobtainingbreastpumps, spedal formulasasneededor spedal needsnfants.

Funding Mechanism Fundingdependson the specificprogran. WIC is afederallyfunded
program.

Geographic Availability/Distribution: Promotionis availablethroughouthe State.
Folic Acid

TheMarchof Dimesprovidesleadershipto the Folic Acid Codition. TheFolic Acid Coalition
continuedo function. The committeemeds quaterly andthe lastmeetirg wasJune27, 2005.
Currentproject areasfollows:

1. Thecommitteels meetingwith PanamaPartrers with theintentionof sharingour Folic Acid
promotionswith Panana

2. Folic AcidMan/Womans atrademarkedgromotiondevelopedy the Folic Acid Coalition
of Delaware. Rightsareheldby the Delaware Chapterof the Marchof Dimes. In addition the
coalitiondevelopedn activity book Adventureof Folic Acid Man, whichmeads the curriculum
guidelinesfor middle school studentsaandis avalable for teaters

3. Marchof Dimesmailer to OB/GYNsand family pradice docswill include 2 folic acid
pieces.

Funding Mechanism The coalition activities arefundedprimarily througha Marchof Dimes
(MOD) chaptergrantto ChristianaCare's CommunityBased Womené& Children'sHeath
Savices.

Geographic Availability/Distribution: This effort is a statewide campaign.

Home Visiting Program

Delaware offersthe HomeVisiting Programto all first time mothe's of newbornsHomevisits
are conductedby seveml homehealthagendes. If asecondhomevisit is needegdthesecanbe
undertakerby avarietyof agentesbasedon identified neals. Secondvisitor agenciesnclude
BabyStepsParens asTeaches, PublicHealth’sSeconadVisitor prograns, andCommunity-
BasdParentEducationandSuppot.

Funding Mechanism Fundingfor this programis provided throughStateGeneralFunds.

Geographic Availability/Distribution: Seavices are providedto al newmothers.

Lifecycle#1 — Needs of the Infantsand Perinatal Population

» Key outcome indicators of infant and perindal health care effectivenessare the
neonatainfant mortdity andlow birth weight(LBW) rates
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* In Suse&x County,infant mortdity and neonatdmortdity droppe duringthelast two 5-year
periods

* Low Birth Weight hascontinuedto rise from a favorablelevel (pre1995)to apprach the
higherstaterate.

* The SussexCountyinfant mortality rate (8.1) is higherthan the US (7.1), but lower than
Delaware (8.4) and New Castle Couny (8.5)". SeeTable1. Kent County hasthe highest
infant mortality rate(8.6).

» Infant mortality ratesrepresentthe numbe of deathsto childrenunderone year of ageper
1,000births.

Table 1
Infant Mortality Rates
US vs DE vs Counties
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* The SussexCouny neonda mortality rate(5.3) is highe thanthe US (4.7), but lower than
Delaware(5.9), Kent County (5.9) and New CastleCounty(6.0Y. SeeTable2.

* Neonatalmortality ratesrepresat the numberof deahsto childrenunder28 daysof ageper
1,000live births. Causs are usually verylow birth weightor congenital anomalies.

! TableE-4, Delaware Vital StatisticsAnnualReport 2000,page196.
% TableE-5, Delaware Vital StatisticsAnnual Report 2000, pagel199.
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Table 2
Neonatal Mortality Rate
US vs DE vs Counties
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* The Susex County postn®naa mortality rate (2.8) is higher thanthe US (2.4), Delaware
(2.5); Kent County(2.7); and New CastleCounty (2.4). SeeTale 3.

» Posheondal mortality ratesrepresent the numberof deathgo children 28 to 364 daysof age
per1,000live births.

Table 3
Postneonatal Mortality Rates
US vs. DE vs. Counties

1987-1991 1988-1992 1989-1993 1990-1994 1991-1995 1992-1996 1993-1997 1994-1998 1995-1999 1996-2000

» TheSusgx County low birth weightpercentage (8.3)is lower thanthe state(8.6) and New
Cadle County(8.8) buthighe than thenation(7.5), Kent County(8.1).“ SeeTable4.

% TableE-6, Delaware Vital StatisticsAnnualReport 2000, page201.
4 TableC-37, Delaware Vital Statistcs AnnualReport 2000, page100.
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Table 4
Percentage of Low Birth Weight Births (<2500 Grams)
US vs. DE vs. Counties
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* TheSusgx County percentageof live birthsto single mothers(44.7)is higherthanthe naion
(32.8);thestate(37.1); New Castle County(34.8);andKent County(38.0).> SeeTable 5.

Table 5
Percentage of Live Births to Single Mothers
US vs. DE vs. Counties
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» TheKentCount percentgeof mothesrecaving prenat&carein thefirst trimester(69.4) is
lower thanthe nation(80.5); the state(83.1); New Cagle County(88.7);and Susex County
(76.1f. SeeTable 6.

® TableC-17, Delaware Vital Statistcs AnnualReport, 2000, page79.
® TableC-49, Delaware Vital Statistcs AnnualReport 2000, pagel17.
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Table 6
Percentage of Mothers Receiving Prenatal Care in the First Trimester
US vs. DE vs. Counties
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Blackwomenin Kentand Suss& Courtiesarelesslikely to reeive adequateprenatalcare.
The Susex Count percentageof birthsto Black mothersbeginningprenatalcarein thefirst
trimeder (67.4)is lower than the state(76.9); New CastleCounty(81.7);andKentCounty
(67.5).” SeeTable?.

The Susex Count percentageof Hispanicmothes recaving prendal carein thefirst
trimeder (45.7)is lower than thenation (71.4);the state(69.4);New CastleCounty (81.3);
andKent Couny (60.1). 2 SeeTable 7.

New Castle

Table 7
Percent of Live Births to Mothers Receiving Prenatal Care in the First
Trimester by Race and Hispanic Origin

Sussex

‘ ‘ ‘ ‘ ‘ DO Hispanic
EBlack
DO white

Kent

Delaware

| | | | | | | | |
f ; i ; i i i i
0 10 20 30 40 50 60 70 80 90 100

" TableC-51, Delaware Vital Statistcs AnnualReport, 2000, page119.
8 TableC-53, Delaware Vital Statistcs AnnualReport, 2000, pagel123.
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Lifecycle#1 Update

* Accesto Care Thela RedHealthCenteropenedin Georgetowrin 2001andis providing
primary careandmaternity savices. The Kent Community Hedth Centerin Doverreceived
federaly qualified hedth center statusin 2002andis planningto add maternity serviesin
thefuture.

* Monitoring: The DelawareVital Staistics Annual Reportis usel to monitor the reported
indicators. Theinfant mortality rateis rising — initiatives areunderwaybetweerthe Division
of Public Healh and the Peinatd Board to researchcausse and implement strategiesto
reversehistrend.

5. Children and Adolescents
A. Major Health Issues, Gaps, and Disparities
1.) Delawar e Early Childhood Focus Group Study Findings and Recommendations

Therecomnendationsdasedn the collective findingsandconcerns of the groupswere
asfollows:

1) StepsNeedto Be Taken to Improvethe Processy which FamiliesObtain
Informaion aboutEarly ChildhoodServicesandResurces.
» StrenghenExisting Sour@sof Informétion
» TrainProvidersof Early ChildhoodSewicesto Be More Effective at Dispensing
InformationandMaking Referrds
* More Informationneedgo beavalable in Spanish
» Families needto beinformed of servicesand resource on multiple occasons

2) Servicesand Informaion shouldbetargetedat all familiesin Delaware.

* All IncomeGroupsparentswith diverseincomes oftenneal supportand
assistancen availability of resouresandinformation.

* HispanicFamilies- Stde agenciesand otherprogramsshouldwork
collaborativelywith existingsevices targeted at Hispaniccommunitiesto ensure
abroadrangeof servicesand develop trustingrelationshipswith this fastgrowing
population.

» Grandparentextensiveefforts shouldbe madeto read out to this populationto
offer revourcesor sevicesto assistthemin meetingthe challergesof parentingin
today’sworld.

* Mili tary Fanilies-Patnershipwith military base to ensureghatthesefamilies
haveaccesdo local resourcesandservicesshouldbe priority, asoftenthese
families areundertremendoustressand lack adequatesupportdnitially dueto
military relaiedresponsibilities.

3) Efforts Needto Be Undert&en to Increasethe Supplyof High-Quality Child
CareandPre Schoolin Delavare
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» Improving the Quality of Care AmongExisting Providers
» Making High Quality Early CareandEducéion More Affordable

4) OpportunitesNeedto Be Createal to Enhance the Ability of HealthCare Providers
to Serveasa Gakeway to SevicesandInformation.

5) ParentingeducationrandSupportNeedsto Be Family-focusel.

6) Programdor Childrenwith Spec¢al Needs ShouldFocuson Both the Child
andthe Family.

7) Thereis aNeedfor Initiativesto AddressMaternalDepresion
* Increasegrovidertraining on all aspets of maternaldepresionandappropiate
community resourcs.
* Providefollow-up to anyonereferredfor maternaldepressn to ensire
appropriateserviceswere obtainel.

8) TheStateMedicad AgencyShauld ExamineHow It Communicatesvith
Hisparic Famiies
* All formsandnoticesshouldbein Sparish
» Convenelatino pand to reviewandrevisethe SpanisHanguagenotices&
forms.
9) Effortsareneededo Addressthe Shortageof HedthcareProvidersfor Downstate
Latino Families.
» Establid scholarshipr loanprogamsto encourageHispanicsto pursue
healthcareareersn DE.
» Bilingual assistancéo current provides who areableandwil ling to servethis
populatian.

2.) Injury Prevention

Unintentonal andintentiond injuries are the leadingkiller of children and adultsagedl to 44 in
Delaware. The five leading causesof fatal and nonfatal injuriesin this age group are: alcohd-
relatedcar crashespoisonings,homidde, suidde and drowning. All of these injuries hawe risk
factorsthat can be predided and prevented;therefore injuries mustnot be viewed as randam
accderts butaspredictableand preventableocaurrences.

Eachyearin Delaware approximate} 37 per 100000 peopledie from unintentond injuries and
approximagly 18 per 100,000 peopledie from intentiond injuries. The burdenof injury to
socety includesnot only the loss of humanlife, but also hospitalizationand health care costs,
unenploymentand the redudion of quality of life for thos left disabledas a result of their
injuries. Specifically,in 2001, more yearsof potential life (years of life before the ageof 65)
were lost becauseof injuries than from any other cause costing Delawareup to $3 million
annually.
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There is much work to be done to reducethe burden of injuries in Delaware; howeve,
throughoutthe pastfew yearsprogresshas beenmade,particularlyin addressingunintertiond
injuries. As shownin Table 1 below, the rates of motor vehiclerelated and poisaing-relaed
fatal injuries have deceased, albéat not significantly. This progres is the result of several
statwide efforts, including: collaboraton between agencis to increasepublic awaeness of
modifiable risk behaviorspassagef legislationsuchasa sed belt laws andblood alcohol laws,
andthe modificationof environmetd factorsto reducerisks

Tablel belowshowsthe baselineandmilestonefor fatal injury preventionin Delaware.

Mechanisnof DE rate (per| Nationalavemge, SafeDelawae 2010

Injury 100,000 2001 target
1998 2001

Motor Vehicle 156 15.3 14.9* 128

Injury

Fal 3.3 4.2+ 5.6 2.3

Drowning 1.2 1.0 1.4

Traumaic Brain 173 15.2

Injury

Poioning 5.6 5.1 7.8 1.8

Fire/burnflame 1.1 2.9+ 1.3* 1.3

injury

Homicide 5.3 4.3 7.1 4.0

Suicide 113 13.3+ 10.8* 11

Firearmrelated 8.9 9.4+ 10.3

injury

Dog bite

* Indicates thattheratein Delawareis significantly higherthanthe naional average.
+ meanslndicateghattheratein Delawardsincreaig.

Sour ce: Health People Delawar e 2010, Delawar e Vital recor ds 2001

The devebpmentandimplementation of Injury preventionactivitiesin Delawareis basedon the
Injury Preventon Framewok whichis illustratedin thefigure below.
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In 2001, a group of federal, state, nonrgovernmatd organizationsand foundationscame
togeherin Delawae to form an Injury Coalition underthe auspicesof the Division of Public
Health, Office of Emergeng Medical Serviees. In order to give directionto this collaboraion,

the Injury PreventionCoalition developeda statevide Injury Prevention StrategicPlan. The
purpose of this statewidestraegic plan is to provide a sectorwide framewok for injury

prevention in Delaware The plan addresesthe nine focusarea shown in Table1 above which

wereidentified by the codition asthe man causef injury anddisability in Delawae. A plan
for eachfocus areawas devdoped by nine work teams,which consisté of membes from the

Injury PreventionCodition as well asprofessionalsandcitizenswith passiorfor andexperiece
in the topic areauncer review. Thesesepaateplanswerecombinedo form an overall stateplan
for injury prevention. Five draftsout of tenwerereviewedby the coalitionandoutsidepartners
beforethe planwasfinalized.

Becausenjuries have modifiable risk factors that can be predictal systematically,each work
team usedthe public health appro&h to define and identify risk factors for their topic area.
Next, teamsreviewedthe literaturefor beg practices and identified implementationstrategies
basedon effectiveness as well as the financial, socid, technicd and political feasibility in
Delaware. Work teans identified goals, objectivesand actionstepsto aid in demonstratig that
the plan was effectivdy addessimg the selectedinjury topic. Objectives are based on the
HealthyDelaware2010statewide healthpromotionplan.

The Injury PreventionProgramwithin the DelawareOffice of EmergencyMedical Servieswill
coordirate the implementation of the plan. Each focus areashdl be implementedthrough
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existing injury prevention prograns statewide.Each plan has processand outcomeindicators
which will be reviewed during quartely medings by the Injury Advisory Council

(represenativesfrom eachfocusarea), and bi-annuallyby the Injury Preveantion Coaltion asa
whole. The coalition is hopeful that throughthis plan the vision of promotings&e communities
in Delawarewill beredized,asmeasuredoy less fatal andnonefatd injuries, fewer risk taking
behaviors safer environment, and the reducedincidence of disability resuting from both
intentional and unintentional injuries. Through effective surveillance, coalitions, training,
commurication and evaluation initiatives, Delawareans of all age groups will recognize and

appreciatethat injuries are preventble and will take chage to reducerisks. [Source: The
Stratedc Planfor Injury Prevention,20042010.]

Eachof the chapterswithin the strategigplanpresers theindividud injury preverion plans
developedy eachof the ninework teamsasdiscusse@bove. Eachindividud plancontans a
descrption of theinjury problem bestpracticestrategiego preventor reduceits ocaurrence,and
thegoals objectivesandaction stepsthatthe statewill taketo bring aboutthis reduction. Forthe
purpose of this needsassessnent,the chapterson motorvehicleinjury, traumadic braininjury,
andsuicideswere choserasspeific mechaismsof injury to review. Of noteis the active
participation of theMCH Director and staff over the yearsleading up to the dewvelopmentof the
strategt plan.Below is the synopsisof eachasextractedform the straegc plan:

TRAUMATIC BRAIN AND SPNAL CORD INJURY PREVENTION

. STATEMENT OF THE PROB_EM

Traumaic braininjury (TBI) is the number onecauseof deathanddisability in both children and

adults. TBI is the largestacquira disablingcondition of childrenand adolegsents,with 15-24
yearolds at highestrisk. In the United Staes, a TBI occursevery 21 seonds Evely five

minutesone personwill die and anotherwill becomepermanentlydisableddueto brain injury.

In 2003, 1,367 Delawarecitizens sustaineda TBI requiring hospitalization(Delaware Trauma
Sysem Registry). Ninety pereentof TBI victims havediffi culty with understandingreasming,

learning, memory and/or emotions. Sixty-one percent suffer from muscle weaknessor

uncontollable movement, paralysis, or coordination problems. A TBI suwivors lifetime
expensgsfor healhcareandsavicesmayreachapproxmately$4 million.

There are 11,000new spinal cord injuries (SCI) in the United Staeseach yea. Almost half of
thes patientsdie before reading a hogita. Current estimatesare between183,0® and
230,000Americansare living with spinalcord injuries More than half the peoplewho suffer
Sd are between ages16 and 30 years. An SC survivor’s healthcareand servicescostswill

exceeds2 million. Lostwagesandproductivitycanexceed$50,000annualy. %°
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II. PROBLEM ANALYSIS

Traumatic Brain, Spinal Cord, and Vertebral Column Injuries in
Delaware
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Source: The Centersfor Disease Control and Prevention

. GOAL
To redue thenumbe of TBI andSClinjuries anddeathsn Delaware.

V. OBJECTIVES

1. Reducethe numberof non fatal TraumaticBrain Injuries from 70 per100,000in 2003to 65
per100,M0 persondy theyea 2010.

2. Reducehenumberof TBI fatalities from 19 per100,000persongo 17 per100,000by 201Q

3. Increasethe percatage of people discharged with severe TBI who have acces to
rehabiltative services by 10% A basdine will be establishedn 2005 throughthe surveillance
sydem.

V. BEST PRACTICES

Surveillance
Thereis limited epideniologic dataon theincidenceandoutcomeof TBI patierts after discharge
from hospitls.?° This limits the capaity of statesto estimatethe numberof new TBI casesand

64



the type of services they require Identifying TBI cases through Hospital DischargeData,
TraumaRegstries and case abstractionhas been usal to measire the egimated TBI services
neededandto link TBI patients to savicesin North Caroling Coloradoand South Cardina.
111320 For effective interventiondesign, TBI determinantssuch as social ecanomic status,
personalprotection use, speific age at the time of injury, drug involvement,and race and
ethnicity shouldbe colleded. Also, surveillanceshould capture information on the availability
andutilizationof TBI rehabilitdive senices,andthe outcomesof pediatric traumaservicesthree
yearspost TBI injury becauseTBI outcomegend to subsiden thefirst year ** All theseefforts
require inter-agencyeffortsamongfederal,state legslative, statutorybodies andvictims of TBI.

Screening

Researh showsthat of all high school football playersin schoolswho havea concusion, only
26 to 28% get accesdo rehailitative services’®*’ Numerousstudieshave demonstratedhat
screenng high risk groupsfor conaussionscanhelpidentify children with TBI andlink themto
necesary rehabilitaive savices’’*®  However this requires the devdopment and use of

senitiv e andcasespeific screeningools™

Education

Often peoplewith a brain injury are not aware of the outcomesof the severity of their injuries
and where to get help. Increasing awarenesson the devasating effects of traumaticbrain and
spind cord injury canincrease the demand for services.In Sauth Carolina, a care pathway for
people dischargedwith TBI was developedin patnership between hospitals and the TBI
surveillance system. Hospitds provide discharged patients with resource on TBI in the
commurity anda TBI hotline was establishedto help patientscal in with questons!® Even
thoughthisis not evaluded, similar interventionssuchas the poisoncontrol hatline havehelped
increasehe utilization of rehailitative services Recent studiesshow thatseatingchildrenin the
front seatincreagstherisk of fatality by 33% however,usang a bdt positioningbooste instead
of a seatbelt redu@sthe risk of injury by 59%. Seventythree of every 10,000childrenin
crashesare killed by air bagsand onein sevensugain a severebraininjury.” Therefoe, health
educaibn efforts should promotethe properuse of seat belts encouragearens to usebooster
seats helmetsduring spats andreducealcoholinvolvementwhen driving. Audiencesegmented
messa@sshouldtargetsuch age groupsas,children 5 to 10 yeas, 11to 15 years,15to 22 years
and aduts over the ageof 45. Effective educationpromotesthe discus#n of risk behaviors
betweenparens andchildren.

Enfor cement

Stateghat haveTBI colledion and follow up systenshavepasedlegslation. Also, legisldion is
necesary to promotethe adions that increasepersond protection,reducealcadhol intake when
driving, promote stringentbuilding codesat nursing homes, and reducefiream relatel head
injuries* 1314

Environment/Engineering

Theimpactandincidenceof TBI canbe reducedby modifying risks factorssuchasinstallation
of guad rails at nursing homes, redesigning air bag dischargesystemsand replacirg asphalt
playgroundsurfaceswith rubbe. **
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VI.ACTION STEPS

This planwill beimplementedin partnershipwith public andprivate organizations,including the
State Council for Pasonswith Disabilities’ Brain Injury Committee Delavare Brain Injury
Association, Disabilities Law Program, Think First Delawvare and DelawarePamlyzed Veterars
Association,whichwill hdp to implemert planning,advocacyandfundinginiti ativesfocusedon
prevention of TBI and SCI. These organizaions will also hdp with enhancema of service
deliveryfor personswith TBI and SCI.

Education
1.

3.

4.

Support and expandthroudh best pradice bran and spinal cord injury prevention
education.Throudh injury survellance and interventionevaluation,we can catalog
the best practies that have working in Delawareand lessonslearnedfrom othe
staes.

Include educationabout the increasedrisks for TBI and SCI relatedto alcotol and
substanceabuse. Support the training of educadors to enable identification and
developnent of progranming for students with TBlI and SCI and to promote
accommodationsindremediatiorof disability-relateddeficits.

Increasepublic awaeness of the increasedrisk for TBI and SCI in children,
especiallyadolescentand youngadultsagesl5-24.

Decreasdighrisk behavor in individualswith TBI.

Enforcement

5.

6.

Increasepublic awaraess of laws tha hdp to deaea® injury from traffic crases
violence,falls andsports.

Support legislative initiatives including but not limited to Dram shot liability for
taverns,expandechelmetlaws for motorcycles scootersand bicycles, regulationof
electricsmotersandbikes,andmoneyfollowing theinjuredpersonfrom the institute
into thecommunty.

Establishlegislationtha will enable the follow up of TBI casesandhelpto edablish
outcomesof care.

Environment/Engineéng

8.

9.

10.

Assist with identification and suppot of changego the environment that will hdp

decreas¢heincidenceof TBI and SCI sud as bicycle pahsandspecificdiving areas
in public pools,playgroundsandrecrediond areas.

Assist with the identification and supportfor changedo the environment,ncluding
housing, which will improve acessfor thosewho have TBI and SCI such asranmps
andphysicalplantmodifications

Encouragethe use of and funding for access to assstive tednology for TBI

individuals.

InteragencyPlanning AdvocacyandFunding

11.

Pronote goveenmentd respomsivenessto the needsof persons with TBI and SCI
through the applicationfor new planning and servicegrants,full implementation of
the new TBI Medicaid Waiver, adoption of revised TBI eligibility standards for
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disablity services,incorporgion of Acquired Brain Injury-related componentsin
disablity servicesstrategiogplansandMedicaidBuy-in planning

12.Interagencyplanning advocacy and fundingto acairatelytrack the incidenceof TBI
andSClin Delaware .Developappropride resourcesand supportto hdp individuals
andfamilieswho have suffered TBI and SCI to maintainquality of life andredize
their full potential.

13. Delawarehasdevelogda TBI surveillancesystemusing the traumaregidry, hosital
dischage andyvital statidics daa. The next step will be to developdataandysis that
is necesary for developingage genderandrace/ethnicl spedfic interventims.Cas
follow up will be implementedwhennecesary legidation is passed.This will alow
for estmating unmet needs of new TBI pdients who are dischargd from the
hogitals.

VII.LEGISLATION

The Child Bicycle Hemet Law hasbeenin effect in Delawaresince April 1996. The law
requires any personunde the ageof 16 to weara propely fitted and fastenedbicyde helmet,
which meetsor exceedsthe ANSI Z90.4 bicycle helmetstandad (or subsequengtandard)r the
Snell Memorial Foundation’s1984 Standard(or subsguent standard)or ProtectiveHealgear
for Usein Bicycling. This requirement also appliesto a personwho rides upona bicycle while
in a restraning seatwhich is attachedto the bicycle or in a trailer towed by the bicycle. This
requiement appliesat all times when a bicycle is being operatedon any propertyopen to the
public or usedby the public for pedestrian and vehicular purposes. Any guardian who fails to
enforcethat his/herchild wear a bicycle helmetshall be fined $25 for the first offense,and $50
for eachsubsequenffense Thecourtmaydismiss all chargesf presentedevidenceshows that
a violator haspurchaedor obtaned a bicycle helmetmeetingthe abovementionedstandards.
The law led to the formation of the Bicycle Helmet Bank to provide free hdmetsto children
whosefamilies cannotafford to purchasethem.

Occu@ntProtection

HouseBill 43 — Primary Seat Belt law enacted June30, 2003. Allows for primary enforcement
of thelaw andrequirestha sea beltsbe usel by al vehicleoccupantsn evey seatimg position
of thevehcle.

SenateBill 130 — BoosterSeat law enactel May 9, 2002, effedive Januay 1, 2003. Requires
children beweenthe agesof four and seven andunde 60 poundsbe securedn a child safety
seator boosterseat.

ImpairedDriving

HouseBill 111- .08 Blood Alcohol Content (BAC) law enacteduly 12,2004,which establishes
.08 as the prohibited blood alcohol concentration for driving a motor vehicle in the State of
Delaware. Thebill alsoloweredtheblood-alcohollevel for drunkdriving from.10to .08.

VII.IMPLEMENTATION

TheDivision of Aging andAdultswith Physcal Disabilities in partnershipwith the Delaware
Traumaic Brain Injury Assogation, shallleadtheimplementatiorof this plan.
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IX.METHODS OF EVALUATION

Monitoring andevaludion will be condwctedby the Delawarelnjury Advisory Committeen
partneship with traumaticbraininjury preventionprogramsin the stae. Annualmeetingswill
be heldto evalateprogran outcome andprocessindicators for traumatic braininjuriesand
spind cord injuries.Processindicaors suchasTBI by causeandTBI by agésex/maceand
outcomeindicatorssuchasTBI severity, TBI dischargesandwho accesed rehabilitativeor
supportservicesn ther community will be evaluated.

PREVENTING MOTOR VEHICLE CRASH INJURIES& DEATHS

More than 42,000 people are killed and approximatey 3.3 million seriouslyinjured on our
nation’s highwayseach year. Moreover,motor vehicle crashes are the leading causeof death
anddisability for Americansaged35 andunde. From 19992001in Delavare, motor vehicle
craheswere the numberone cause of deathfor pesonsl to 44 yeas of age. In 2002,127
persongdied on Delawae roadwgs and 9,90 individualswereinjured. Of thosekilled, 36%
(46) of the deathswere alcoholrelated and64% (64) werenot wearing a sed belt. 57% (67) of
the 117 fatal crashe resultal from aggresive driving behaviors Of the 9,960 crash-relaed
injuries in Delawarein 2002,1,035were alcohotrelaed. The economicimpactand emotional
toll of traffic crashesrestaggering. It is egtimatedthatmotor vehiclecrashescost America $231
billion annually,anestimaed $7 billion in Delanarealone.

. PROBLEMANAYLSIS

OccumntProtection

Basdon the StatewideObservéional SeatBelt Use Surveyconductedoy the Office of Highway
Sdety in June2004, Delaware’s sed belt userateis 82%, up from 75%in 2003. The current
nationalseatbelt userateis 80% In 2003,55% (62 of 113) of tho killed in motar vehicle
crasheson Delawareroadwayswverenot wearingseat belts.

Delawae SeatBelt UseData

1996 1997 1998 1999 | 2000 | 2001 | 2002 | 2003 2004

Userate | 62% 59% 62% 64% |66% |67% |71% |75% 82%

Delaware Motor Vehicle Occupant Fatality Data and Seat Belt Use

1996 1997 1998 1999 2000 2001 2002 2003

Faalities | 85 123 89 82 100 108 100 113

% not| 49% 65% 62% 68% 72% 64% 64% 55%
usng seat

belts 410f 85|80 of | 550f89 | 560f82 | 72 of | 69 of | 64 of | 62 of

123 100 108 100 113
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ImpairedDriving

In 2003,38% (52 of 136) of the fatal crashesn Delawarewere acohol-relatedand 37% (54 of
145) of the traffic fataities were alcohotrelated.Nationally, 2002 crash data revealsthat 41%
(17,419) of the 42,815 traffic fatalities on our naion’s roadvays were alcohotrelated. In
Delaware, mostalcohotrelated crashesoccur between Friday and Sunday betwee the hoursof
8 p.m.and4 a.m. It canalsobe noted thatthe mgority of thesecrashesinvolve malesbetween
theagesof 22 and54.

Delaware—Historical Alcohol Involvement in Fatalities

1996 1997 1998 1999 2000 2001 2002 2003
Faalities 120 148 115 104 130 139 127 145
% Alcohol | 40% 43% 37% 38% 45% 42% 36% 37%
480f 120 | 630f 148 | 430f 115 | 400f 104 | 590f 130 | 58 0f 139 | 46 0f 127 | 54 of 145

Aggressive Driving

In 2003,the threeprimary contributirg circumstancefor all typesof aggresive driving-related
crasheswere“failureto yield the right of way, spe@ling, and following too closely”. Since 1995,
the percenta@ of all crashe resultingfrom aggessivedriving behaviorshas remainedaround
43%, yet the percentage of fatal crashe resulting from aggressive driving behaviags has
increasedrom alow of 38% (46 of 121)in 2000to ahighof 57% (67 of 117)in 2002.

Delaware- Percentagef fatal crashe resultingfrom aggessivedriving behavor

1996 | 1997 1998 | 1999 | 2000 | 2001 | 2002 2003
Total fatal crashes| 109 125 107 94 121 | 118 117 136
Aggressvedriving | 51 53 53 51 46 60 67 70
relaed
Percentage 47% | 42% 50% 54% | 38% | 50% | 57% 51%
[1l. GOAL

The ovenall goal of Hedthy Delaware 2010is to reducefatdities resultingfrom motor vehicle
crashesfrom 16 per 100,000population to 12 per 100000 populdion. Accordingly, the goalfor
2005is to reducethe current dedh rateto 14 per100,000population.

IV. OBJECTIVES
1. Corduct occupant protection enforcenent initiatives eduation programs and public

awarenessfforts aimed at increasing the statewideseatbelt use rate from 75% in 2003to
83%in 2005.
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2. Corduct impaired driving enforcement initiatives, coordinate public awareness efforts,
provide alcohol treament savices for DUI offenders and work to improve the DUI
adjudiation processaimed at redudng alcoholrelatedfatalities from 37% (54 of 145) in
2003to 34%in 2005.

3. Corduct enforcenent initiatives, educationprogramsand public awarenessfforts aimed at
reducingfatal crashes reaulting from aggressiveariving behaviorsfrom 51% (70 of 136)in
2003to 48%in 2005.

4. Implementa statevide-integrded crash data collection sygem, which will allow for the
comprekensiveanalysisof crash data including pre-hospital fatdity, injury, location,time of
day, day of week, contributing circumstancesand adjudiation information. This data
collection systemwill hdp to ensure effective policy developmentprogran plannirg and
reource allocation.

V. ACTION STEPS

IncreasePassengdrestrant Use

Action Step 1. Supporthigh visibility enforcemenbf occupantprotection laws coupledwith
educaiond programmingandpublic awarenes efforts.

Action Step 2. Educde law enforcement officers, judges proseaitors, emergencymedical
sewvices peronne| emgdoyers, driver trainers insurersand others about the effectivenessof
sakty restraintandtheimportane of consistentlyusng sdety redraints.

Action Step 3. Support efforts to increase public awaeness about the importance of
congstently usingsdety restraints.

Action Step 4: Suppot community-basel educdion and training aboutchild passenger safety
issues. Continueto offer training on correctthe use andinstallationof child sdety seats.

Action Step 5: Work with law enforcement and emergency medicalsevicesto improve cras
datacollection,including safetyrestrant usedata.

Decreasé®revalencef ImparedDriving

Action Step 1: Supporthigh visibility enforcementof impaired driving laws coupled with

educaibnd programmingand public awarenessefforts.

Action Step 2. Syopat comprehensive public awarenes programsaimed at educatingthe
public aboutthe danges of drinking anddriving.

Action Step 3: Advocatefor passag of strongandeffectiveimpaired driving laws.

Action Step 4: Supportimplementationof training programsspecific to impaireddriving issues
for law enforcenent,proseaitorsandlegislatures.

Decreasé®revalencef AggressiveDriving

Action Step 1. Supporthigh visibility enforcementof aggressive driving laws coupledwith
educaibnd programmingandpublic awarenes efforts.

Action Step 2: Suppot efforts to increae public awareness aboutthe dangersassociaté with
aggresive driving. Suppot efforts to increag public awarenss aboutthe State’sgraduaed
driverlicensingaw.
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Action Step 3: Enmurage highwayofficials to identify andimplementprogramshat will utilize
newtechnologesaimedat decreasng aggressivelriving.

VI. LEGISLATION

OccupantProtection
* House Bill 43 — Primay Seat Belt law enacte June30, 2003. Allows for primary
enforementof the law and requires sed bdt use by al vehicle ocaupantsin every
seatng positionof thevehicle
* SenateBill 130 — BoosterSeat law enactedMay 9, 2002, effective Januay 1, 2003
Requires children betweenthe ages of 4 and 7 and under60 poundsto be securedn a
child safetyseator boosterseat.

ImpairedDriving
* HouseBill 111 - .08 Blood Alcohd Content (BAC) law enaded July 12, 2004.
Establities.08 asthe prohibited blood alcohol concentratiorfor driving a motor vehicle
in the State of Delaware. Lowers the blood-alcohollevd for drunk driving from .10 to
.08.

AggressiveDriving
* HouseBill 364— Aggressivedriving law enactedJune30, 1999, effedive July 22,1999
This bill createda new offensecdled aggressivalriving tha is basel on a combindion
of unsafeandunlawful driving actionscommittedby a motorist.

VI. IMPLEMENTATION

The DelawareOffi ce of Highway Sakty (OHS)shallleadin theimplementatiorof this planin
partneship with Delawae Sak Kids Coaliion andthe CODESprojed. Manyof theactions
listedin this planareintegraed into the OHSinjury prevention plan.

VIl. METHODSOF EVALUATION

Monitoring andevaludion will becondiwctedby the Delawarelnjury Advisory Committeen
partneship with motor vehicle injury preventionprograms in the state. Annualmeetingswill be
heldto evaluateprogramoutcome and proces indicatorssuchasmotorvehicleinjuriesard
deathsjmpaireddriving andocaupantprotection. The Office of Highway Sdety in partnership
with the Delawae CODESproject andtheInjury PreventiorDataReviewCommitteeshall lead
theevalwationof this plan. Proessindicaorssuchashogitalizations, seatbelt use,helmetuse,
boostersed use,costof hospitdizations,andacohol involvement in crashes shallbereviewed.
Outcomeindicatorsfor review shdl includefatal crashes, motorcrashdisabilitiesandthe
effectivenes®f specifc interventions.

SUICIDE PREVENTION
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|. STATEMENT OF THE PROBLEM

Suicideis a major public healthproblemin Delawarewith nine suicide deathamonthly. In 2001,
Delaware ranked16" in the nationfor suicidedeahs' More peopledie in Delaware by suicide
thanby homicide. The suidde rate has increasedfrom 11.09per 100,000in 1998to 13.30per
100,000populationin 2001. Thisis far abovethe nationalaverageof 10.7 deathgper100,000in
20012, In 1999-2000, suicidewasthe 11" leadingcauseof deathin Delavare while homicide
ranked16™." In this sameperiod, suicidewasthe 2nd leading causeof deathin the agegroup
15-24, and 4" in the age group 25-44, resulting in three times more yearsof life lost than
homicidé. Onein five high school studentshas seriouslyconsderedsuicide,with onein ten
meking attempt?.

Il. PROBLEM ANALYSIS

Figurel below showstheincreasein suicidesin Delavarebeween1999and2001 Thenumber
of suicideshasincreasedfrom 82 (11.1/ 100,000population)in 1999to 108 (13.3/ 100,000
populaton) in 200L.

[ Delaware Vs USA Suicide Rates, 1997-2001 )
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In 2001, suicidewas the 11" leadingcauseof deah in the United States homicide wasthe
13" leadingcauseof deah in the United Staes" Firearmsare currently the most often
utilized method of suicide'’ Daily, about one persongets hospitalizedfor an attempted
suicidein Delaware Males completesuicide at a rate 4 times greaterthan females.’” In
19992001, suicidewas the third leading cawse of deathin Delavare in the age group5 to
14, the secondleading causen the agegroup 15 to 24, andthe fourth leadingcauseamong
theagegroup25to 44°
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Suicide Deaths by age per 100 000 population in
Delaware in 2001
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Sour ce: Delawar e Office of Vital Statistics, 2001

Peoplewho are 15 to 44 year olds andadultsover 75 arethe populationswho have the greates
risk of committing suidde in Delawae.

Figure 2. Hospitalizations for Suicide Attemptsin Delawar e, 2000-2003
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Data Source: Delaware Hospital Discharge Data from 2000 to 2003
The ranges used for the suicide attempts include E-Codes from E950 to E959 in the E-Code field.

Psychologicabutopsystudies reflect that morethan90% of completedsuiddeshad oneor
more mentaldisorders® In Delawarethe numbe of youthsreportingsuicidal ideationand
attemps showeda decreasebetweenl999and2003asshownin Figure3 below. However,
the percentge of youthsreporting suicidd attemptshasincreasedfrom 6 in 1999to 8 in
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2003.Thereareanestimaed 8 to 25 attemptedsuicidesfor eachsuicide dedh; morewomen
thanmenreporta history of attempte suidde with aratio of 3:1."

Figure 3: Suicidal Behavior Among Delawar e Y ouths 1999-2003
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Source: Youth Behavior Factor Surveillance System

Group diagnosesfor partiaular risks include: thosewith depressionschizghrenia, chemial
dependencyandpanicdisoder."

I11. GOAL

Promok awarenesshat suicideis a preventable public healthproblemand enhancebehavioral
andsocial changesieessay to reducesuicidalideationandattempts.

IV. OBJECTIVES

1. By 2010the numberof youthsconsideing suicidewill bereduced from 27% in 2001to

15 %.

2. By 2010the numberof suiadal attemptel suicideswill bereducel from 7.1%in 2001 to
5%.

3. By 2010 the suidde death rate will be reduced from 13.30 pe 100,000populationin
2001to 10.

4. By 2010the propotion of youthsconsideringsuicidewho report receivingcounselingor
medicalinterventionshall be increased to 70% The basdine will be edablishedfrom
usng the 2006Youth Risk BehaviorFactor Survey.

V. BESTPRACTICES Literauresuggststhatthefollowing interventionsare effective.
1 Partner ships based approach to suicide prevention.

Involving the communityin recgnizingandcounling peoplewith suicide ideationor attenpts
can increase the chances of reducing suicide attempts For example, a program called
Gatekeepies hasbeenimplementedin Coloradoto help adultsin schoolsand communitieswho
comeinto contactwith suiadda youthsto respondpromptly and appropriately. This projed is
built on the premisetha youthswill only disdose segetsto peoplethey are comfortablewith
and thee peopk will be friends who are nonjudgmental. Resultsfrom such studieshave
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demongtated that paticipants in specific gatekeepettraining programs have enhaned their
readnessto interveneby increasirg thar comfort, compaenceandconfidencein helpingpeope
at risk, and suchpartidpantsgeneraly retainthe skills theyweretaught* Gatekeeprs mug be
aware of comnon predictors of suidde suchas major depressionaffective disorde, previous
suicide ideation/attemptsisolaton, cognitive rigidity, elderly white males,family history of
suicide, occupational/finarial problems, acute life stressors, marital problemsand physcal
illness®. Suicide preventioneduaation should focus on males becausethey are less likely to
reportattemptedsuicidebut aremore likely to completesuicide®.

Severalstudiesshowthat46-76% of olderpeoplewho commited suicidesawa healthcare
provider within thelast30 daysof deah®. It is notuncommorthathealthcareworkerssee
suicidalbehaviorin the elderly and womenin postmenopausageasnormaf . A Japanese
studyshowedthata communitybasedscreeningor depressiorin theelderly, followed up by a
mental healh counselorand hedth educaion resultedin a significant reductionin suicideamorg
theeldety 2. Mentalheath educatiorfor religious organizationsdaycare providers nursing
schals andmaternalhealthprovide's shouldbe encouaged aspartof promoting a contiruity of
careto suicide survivors or highrisk groups’. Thisisbecausgeoplewith a historyof suicide
are morelikely to repeatsuidde®.

2. Promote effortsto reduce accessto lethal means and methods of self-harm.

Researh shows thatrestriding acaessto locally prevalentethd meansof suicideis an effective
suicidestrategy **. Most suicidesare impulsive-as suc, any easyaaessto fiream or poison
increasesherisk of suidde by 75% andreducessurvival by 80%'. Reduchg accesgo firearms
is feasible in Delawae with much health eduation, enforcenent of reguldions, and increased
partneships amongthe justice depatment, the Medical Examiner’s Office, the State Police,
schawls, communiy organiations,mertal health and hogital organizationsin Delaware,gun
sakty educationis promotedin schods by the Risk Watch program.A study in Baltimore
showedthatgunrelated suiddes and injurieswentdownwith increasedcommunityerforcenment
and punishmentfor gun violations®. Fearof being cited for gun violation is as®ciated with
reducedgun suicidé®. The Delaware Projedt SafeNeighbohoodshas steppedup gun violation
monitoling with a view to increasegun sdety. Indictmentsincreasedoy 340% betwea 2001
and2003. Since 8-10% of suicideattemptersare alcoholics healthawaeness andrestrictiors
mustbeincreasedamongalcoholic$’.

3. Increase accessto services

Crisis hotlinesarewidely encouragedby suicide preventionprograms. A study by Miller (1984)
showed a 55% reductionin suiciderateswith the introductionof a crisis hotlineé”>. However,
otherstudiescautionthat youthstendto opt for helpfrom peersratherthanprofessionalsvhen in
needof help™. Therefae, innovationstha attrad adolescentsuc as email and interng chat
roomsshouldbe explored®. Establshingcarepahwaysfor patients betweerinstitutionssuchas
mental health, correctionfacilities and crisis hotlinesis esentialfor ensumg a continuum of
carefor potentialvictims of sucide. Also servicesshouldbe providedto friendsof individuals
who commit suicide becausethey are at risk of developingdepression, post traumaticstres
disorder and conrplicated grief reactions’. In Delawae amendment$iave been madeto the
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Violent Crimes Compasdion Board to suppat mental health treatmentfor children with
psychologicabndbehaviorantecéentsof suicidethroughthe Child AdvocacyCenter

While healtheducationis essantial for increasingsuicideawaraess, currentevidence suggests
thatan increaseén suicidefollows suicidestoriesin the media—“contagioneffect”?°. Therefore,
educaibn shoulddescribewhat shouldbe avoidel andwhereto get help®®. Suchan eduation
strategywasassociged with a 73%reductionin youthsuidde in Vermont®.

4. Screening and treatment of suicide

Saeeningof peoplefor depressionnot only providesa proxy for estimating the anticipated
suicide problem, but it also indicaes those needinginterventions. The Youth Behavia Risk
Suwey providesan estimateof suicidalattampts,but this datais not school specificandtherefae
cannotbe usedto identify which youthsrequirecounseling. Seveal stateshaveadopteda three
stage direct youth saeeningstrategy. First, teenscompkte the Coumbian Teen Screening
guesionnaire. The results are reviewed by a trained counséor who then recommads that
students with high soores take a computerizedscreeningtest. Computer results are then
reviewed by a physidan who then recommendsan appopriae therapy *°. Schml nurses,
teachersand caregives at nursinghomesshould be trainedin identifying suicidal behaviorand
clearreferralprotocolsshouldbe establishd.

Medical personnetanhdp to identify andtreatpeoplewho areat risk of conmitting suidde®.

Commonpredictablemarkers of suicidein adultsinclude mgor depressivellness or affective
disorder, drug/alcoholabuse,prior suicide attempts/idetion/talks, isolation, cognitive rigidity,

history of suicidein the family and sccial/family stres$”?°. A recentreview of severalstudes

showed that the main risk factors for suicide include norrintact family (61%), conflict with

parent(51%), legal discipline (31%), psychiaric disorder (95%), psychiatricmorbidity (81%),

mooddisorder(76%), mgor depression(54%) and substanceabu® (62%). Recent studieshave
shown thataddictionandwithdrawal from illicit drugs increasetherisk for suicide attempt&® *2.

The Foad and Drug Administraion hasrecently issuedwarningstha the unsugrvisedintake of

antidepressantby children could increasethe risk of depresior™. An Austmalian study that
promotedearly screeningof suidde in children and followup by a suicideinterventioncounselor
reducedthe suicide hogitalizations from 11% to 4 %°°. Obsteticians can contributeto the

reductionin postpartumdepressiomndsuicideby offering screening andcounselingserviesto

pregnantwomerf’. Model skill basedtraining includes, health educationon risk and protective

factors mentoing, recration and physical edu@tion, psychological and pharmacotbrapy,

family andcommunity integrationandoccupatioroppotunity sevices?® .

5. Skillstraining and rehabilitation.

Sincemostschootbasedsuicideprevention educationstrategiesave not beenknown to reduce
suicidal risk behaviord* recentstudies recommendskills-focusededucationwhich incorporate
coping, problemsolving and cognitive skills into schookcommunity basedprograms®.  Swch
skills-basedinterventionsmust be introdued at an early ageespeciallyin children from stress
riddennonrintactfamilies™.
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VI.ACTION STEPY INJURY PREVENTION

Actions to meet each objedive are itemized as Objective numberand Action numker. For
example 1.1 meanObjectivel, action numberl.

Objectivel.l: Developa public informationcampaigndesignedo increa® pulic knowledge of
theimportanceof suidde prevention.The Child DeathReviewCommisson recommend$iaving
aCrisisHotline onall school computes for studentdo acessanyime.

Objective 1.2: Develop strategiesto reduce the stigma as®ciatedwith being a consume of
mental healh, substaice abuseand suidde preventionsavices.

Objective2.1: Increase the propottion of schooldistricts, private schoolas®ciations colleges,
anduniversties with evidencebasedprogramsdesignedto addressseriousyoung adult distress
andpreventsuicide.

Objective 2.2: Increase the proportion of organizations (e.g businesss, senior centers,
commurity centers,Girl Soouts, etc.) that ensire the availability of evidencebasedpreventio
strategesfor suicideprevention.

Objective 2.3: Promote screaening for depres®n, substane abuseand suicide risk by health
professonals.

Objective3d.1: Exposea proportionof householdgo public informationcampagn(s) designedo
reduce the aacessibility of lethd means,including firearms in the home. Project Sake
Neighborhoodsa Delaware subsidiay of OperationDisarm Gun, hasincreasedthe numberof
federalfirearmindictmerts by 340%between 2001and 2004"°. Continuegunsafety education in
schalsthroudh Risk Watch.

Objective4.1: Devdop guiddines for schoolson appropriatelinkageswith mentd healthand
substancabu® treatnen serviesandimplementheseguidelinesin all schools

Objective 4.2: Increase the propottion of private and public sector organizatios that offer
assegsentsof mental heath and substanceabuseproblemsand acces to care. Also institute
crisis hotineson schoolcomputes andwellnes clinics.

VII. LEGISLATION

The Garrett Lee Smith Memorial Act (S. 2634), which passed both the U.S. House of
Repesntativesandthe U.S. Sende on SeptembeP, 2004,and signa into law by the Presdent
in Octoker, amendsthe Public Health Act and authorizes $82 million in grant moneyover a
threeyear period to staes, Indian tribes and collegesand universties for the developnent of
youth suicide preventionandinterventionprograms. The bill callsfor early screeningprograms
to idenify mentalillnessin children and provide treatmentreferrals,training for community
child-careprofessionks and the authorizaion to statesand othe eligible entities. The Act will
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bring paiity to federa funding for public hedth issuesby more than doubling the amaunt of
mone thatthe fedeml governmentallocaes to suicideprevention™®

VIll. IMPLEMENTATION

Delaware’s Mental Hedth Association,n partnershipwith the Division of Substancé&buseand
MentalHealth,will lead in theimplementationof statewidesuicidepreventon efforts.

IX. METHODSOF EVALUATION

The lead agencyshdl cdl meetingswith leades of partne organizationsto review process
indicatos suchasadive partnes, resourceuseor availability, accessto coun®ling services and
utilizationof counselingor mentd health services. Annually, outcomeindicatorssuch as suicide
rates,attenpted suicides, suidde ideaion and meansof suicide shall be reviewedwith the help
of the Data ReviewCommittee.

Lifecycle#2 — Needs of the Child and Adolescent Population Service Area #3:
Mental/Behavioral Health Needs

» Behavioral healthneedswere characteized and documatedin the 1999 Delawarelnstitute
for Medical Eduation and Research (DIMER) reportsas inadeguate. DIMER found a
“severeshortige” of mental health praditioners in SusexCourty. Howewer, SussexCounty
lost its federalMental Health Shortaye Dedgnation Area (HPSA) in 1998. Dataanalysis is
underwayat DPH to determineif HPSAdesignatiorcanbereinstated.

* Basdoninterviewsandareview of limited SussexCounty dataavailablefrom the Division
of SubsanceAbuseandMentalHedth (DSAMH):

- Ambulatorychemicé depadency and substancebuseservices(CD/SA) appear
to beinsufficient. Capacityhasincreasedve the pastfew yearsto includemore
outpatientproviders. Thereis a planto developa methadong@rogramthis year.

- Child andadolesentsevicesare insufficient.

- Specialtygeriatricmentalhedth senicesarevirtually non-existent.

- SBHC staff report significant aceess problemsto mentl health sevices for
childrenandadolescats:

1. No formal processs availablefor adolescentbehaviorahealthreferrals or
for linkagesbetweerprimary careandbehaviorahealthresources.

2. Thereare0.5FTE child psychiatristsin easterrSussexCounty.

3. SussexCounty hasno pediatricor adolegent behavioral healthinpatient
unitsor hospitalservices.

4. Knowledg of, and linkages between,resources(communication)in the
child and adolescenpopuldion are lacking.

5. Transportation/datdrom sdools confirm that access for adolescentss a
realproblem.

6. Althoughsmallin absolutenumbers needsdatareveal high suiciderates
amongtheteenpopulation.
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Hogpital personneleporta significantproportionof emergacy room useis directy related
to behavoral healthneedsandtha providersdo not fed they can provide optimal carefor
thes problemsin the emergacy roomsetting SussexCountyhasno involuntaryadmisson
capxity. Most involuntay admissios are taken to St. Jones Centerin Kent for acute
hogitalizations, althoughthis cgpadty is limited and somemay be taken to NCC acute
hogitalsif St.Jonesdoesn’t have anybeds. Individualsaretransporte to thesehospitds by
“peace officers” asdefinedin Statecode(transportedn police cars by on duty officers).

- Managedcare organizationsas well as other payersare emphaizing outpatient

treatment

- Credentialindimitationslimit useof nonphysdcian providers
There are cultural issuesdriving a hesitancyto use mental hedth and substanceabus
sewvicesfor many SussexCountyindividuals. Leadershipplanning andcommuniation (for
targetedpopubltons) needsto be improved,espeially addressng dual diagnosis;isolation
anddepressionsandstigma assogated with seekingmentalhedth care.
Ther is a stigmaaboutmental health and mentalhealth treatmentgha mustbe addessed
Stigmaagainstmentd illness and its treatmentis found throughoutthe country and for all
agegroups.

Service Area #3: Mental/Behavioral Health Resour ces

Summary of Findings: Mental/Behavioral Health

Awarenes. Geriatric populationbariers are culturd and relatedto the stigmaassociate
with mentalhealthtreament. Differencesn awarenessay be relatedto geography (close
to hosptals= higherawaeness).

Acces. Susex in not classifiedas a HPSA for mentalhedth care. One parttime child
psychiatristin Lewesis the only onein the county andis involved mostly in crisis work.
Significant barriersto aaess to specialized child, adolesent and geriatric providerswas
consstently reported. Transpotation from schoolscomplicatesaccessfor adolescents.
Direct service A significantportionof emergencyoomuse is diredly relatedto behavoral
healthneeds. Reimbusenentlevelsfor providersarewell below averageand may impact
acces.

Referrat No formal procesdor adolesent referral or linkages betweenresources For the
adult population,many know wha is nealed, but it may take multiple calls to arrangefor
sewices.

Monitoring: External outcomesmeaurement is beginning(United Way, Mamaged Care,
Delaware Health and Socid Sewices (DHSS)Division of SubstanceAbuse and Mentd
Health(DSAMH). Burden of “non-institutionalizel” mentalhedth is not well undersood at
the county level. Mental Hedth Parity Law passedn 1999 and substancebuse coverage
was addedto the law in 2001. Money was never approprided by the legslature to
implementthebill (asmandaed in thebill's languagse.

Infrastructure Sus&x County has no involuntay admissioncapacity Trangortation of
involuntary patientsin inadequa&e. Licensing and health plan credentialing regulations
problematic for nonphysicianproviders Inadequée chemicd dependency/substanebuse
sewices.
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Leadeship The DelawareHedth Care Commission'sMental Health Issuescommittee will

issue a draft report Spring 2004. This Mental Hedth Issues committee has four
subconmittees:DataGatheling; TreamentProtocols;TrainingandEmployer Educaton; and
PublicAwareness.

Planning Need more focus on outpdient care. Looking more at parity in mental hedth

benefitsfor adult population. More focuson geriatric population,egecially in the area of
dualdiagnosis,isolation,mental hedth stigma

Commurication Linkages anong provides saving adolescent populdion are lacking.
Interagency Councilis helpingincrease communication.

While meaningfulcounty specific daa s lackingin younge childhoodneals, extrapdation
of statelevel datasuggestgha asthna and childhood obesity are areasthat may require
attention.

In Delaware asthna affectsalmost14,000children.

Nationally, childhoodobesiy has readied epidemicproportions.

Of the stae’s three counties, Sussexhas the highest overall injury deathrate at 39.8 per
100,008 This figure is 36 percent higherthan the Kent Countyrate and over 79 percent
higherthan the New Cagle Countyrate. The high motorvehicle-relateddeathrate in Susex
County contibutesto the overal increasd injury deathrate for the county and the entire
stae. SeeTable 8.

Table8
L eading Causes of Injury Deaths by County

Kent County, 1979-1998, Ages 0-19 Sussex County, 1979-1998, Ages 0-19
Mannerof Injury/Poisoning ~ Number Percent  Raté” Mannerof Injury/Poisoning Aoz o REE
Motor Vehicle Traffic 105 515 151 Motor Vehicle Traffic 139 56.0 22.3
Fire/Burn 22 108 3.2 Fire/Burn 25 101 4.0
Drowning/Submerien 20 9.8 29 Drowning/Submersion 24 9.7 3.9
Firearm 17 83 24 Fiream 20 81 3.2
Suffocation 11 54 1.6 Suffocaion 11 44 1.8
All OtherlInjuries 29 142 4.2 All OtherlInjuries 29 117 4.7
TOTAL 204 100.0 29.3 TOTAL 248 100 39.8

As articulated in Delaware’s Maternal and Child Health Block Grant application, the
following needsareapparentin Susex Countyfor specialneedschildren:

1. Insufficient senices for occupationa therapy(OT), physial thergy (PT) and
speeclhtherapy needs.
Quality childcarenealsfor the populationis insufficient.
Carecoordinationis insufficient for children>3 with specialneeds.
Culturally compdible spedalty careacces is insufficient.
Not enoughserviceprovides for the socioemotionalneedsof youngchildrenand
evenlesspreventativeservices available.

abrwn

The SusexCountylive birth rate to mothersl5-19 yeas of ageis 73.8,whichis higherthan
the nation (51.0); Delaware (50.7); New Castle County (44.1); and Kent Couny (55.2)%,
SeeTable9.

1 DelawareHeath and Socil ServicesDivisionof Public Health,Childhood Injury in Delaware, 2001

2 Rae per 100000
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* Teenlive birth ratesin severa censustracts(Bridgeville, Sdbyville andLaurel) stand out as
extraordinarily high.

Table 9
Live Birth Rates to Mothers 15-19 Years of Age

US vs. DE vs. Counties —=us
—l— Delaware

Kent
—— Sussex
85

—X¥— New Castle
e 4-———%\-\.

75

920
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» For White teenmothes, the Suss& County rate is 58.4, which is higher than the nation
(45.5); Delaware (37.7); New Castle County (29.9); and Kent Couny (50.6)*. For Black
teen mothers,the Suss& County rate is 124.5, which is higher than the nation (845);
Delavnare(94.9); New CastleCounty(98.5); and Kent County(66.4)"°. SeeTable10.

Table 10
Live Birth Rates to Mothers 15-19 Years of Age, By Race

Sussex

OBlack
B White
| | oAl

Kent

New Castle

DE

us

3 TableC-6, Delaware Vital Statisics Anrual Report 2000,page64.
4 TableC-7, Delaware Vital Statistcs Anrual Report 2000,page65.
> TableC-8, Delaware Vital Statistcs Annual Report 2000,page66.
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All highschoolsn SussexCountyhavea SchoolBasedHealthCenter(SBHC);all butonein
Kent County hasa SBHC.

Basd on interviews and SBHC data,teen primary health care needs are chaacterized as
“largely unmet.”

Teenmental/behaviolahealth needsare also not adequatelymet due, in pat, to a lack of
providerssaving this populdion. In addition, for both primarycareand mentalhealthneeds,
trangortatonisinadequé andconflicts with accessandconfidentiality needs.
Seltreporedsubstace usein older Suss& Countyadolesentsexceels state rates. Theneed
for improvementis partiaularly appaent for the increasein usereportedbetweengrades 8
and11, which greatlyexceed the state. The Kent Countyratesarelower thanthe statein the

areaof marijuanause®. SeeTable11.

Table11
8" v 11" Grade Self Reported Substance Use
Grade 8 Grade 11
% %

Cigarettes

Sussex 13 24

Kent 12 20

Delaware 12 20
Alcohol

Sussex 25 49

Kent 25 43

Delaware 24 43
Marijuana

Sussex 13 28

Kent 10 21

Delaware 14 25

B. Program Capacity by Pyramid L evels
1. Direct Care Services and Enabling Services

Financial Access
I mpact Of Medicaid And Managed Care
The MCHBG continues to supportthe provisionof direct child hedth savices(EPSDT,
immunizdions, counséing, TB saeeningleadscreeningandhedth education)Thesesevices
are providedprimarily to theuninsurel, underinsuredanda smdl numberof Medicaidclients
whenreferredby thar primary carephysician. However, with theimplementatiorof Medicaid
managedcareandthe duPontPediatricClinics, thereis lessof a needfor DPH to providethese
directsewnices.There are12 of theseClinics situatedthroughouthe state.Sevenarein New
CastleCounty. Theothe fourarein Dover, Milford, SeafordandGeorgetown.The hospita

!¢ Cente for Drug ard Alcohol Studies,University of Delaware 2002
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servedover80,000outpatientclients at the hoital and120,000in the primaty caresites. See
belowfor mapof specific locations.

I mpact of SCHIP

TheDelawareHealthy Children Programbegan on Januay 1, 1999.1t is bang administeral by
the MedicaidOffice, Division of SocialServicesDelawareHealthandSocialServies.
Coverag includeswell visits for babiesand children,immunizationsprescriptiondrugsand
vision care andotherroutinesewices. It also includesservicedor childrenwith specid health
careneedssuchasthergpiesandhomehedth wheremedicdly necesary. Non-emergency
trangortation, dentalben€fits, andeyeglasseare not coveredunderthe progam Thereis a
nominalmonthlypremium of 10, 15, or 25 dollarsdependinguponincome.

Recentamalysisshowsthat enrollmentin this program hasslowed down. The pointbetweerthe
initial applicationandthe time when an individud picksherproviderandpaysis acritical one
andsomeindividualsare notfollowing throughto enroliment. Thosewho havebeen asked to
payapremium of $10.00seemto be havng greaterdifficulty in making paymerts. This situation
may bearesultof the"buy-in" notbang there;eligible families bdieving tha they cannotafford
theexpenseopr for families cycling on andoff beweencoverageby the Delawae Healthy
ChildrenProgamandMedicaid, causingdiffering paymentpoliciesandresultingconfusion

TheDivision of PublicHedth has beenawardeda RobertWood JohnsonCoverng Kids Project
grantto coordinateandenhance outread efforts connectedwith implementatiorof this program.
It hasbeenestimatedhat10,5® uninsurel childrenmaybeeligible for the progam.By March
2000,2,590childrenhad been enrolled.

Availability of Prevention and Primary Care Services
Shortages of Health Care Providers
Oralhealth:Thereis asevereshotageof dentistan SussexCountyanda lessthanoptimal
situationin Kent Countyandin somesedionsof thecity of Wilmington. Througloutthe stae,
mostdentistsservepediatic patients. About 25% of dentistswill seve achild underthree years
of age.However,arecer report by the DelawareHedth CareCommision, DentalCareAcces
Improvement Committee ReportandRecommend#onsto the Delavare HealthCare
Commissiomotedthatwhile there has been someproges made,there aresomeissuesthatstill
needto beaddressedsone of theseas theyparticularlyrelateto childrenare:
* Schoolnursegeportsewere acessproblems partiaularly for thosefrom low-income
families
» Although Public Healthhashired additiond hygienists,wait time for aclinic visit is
extremelylong (after initial diagnosis to 6 morths)andused to fix existingproblens
rather thanfor preventéive care.
* Thenumberof Medicad eligible childrenbeingserveds muchtoo low becauseof the
ovenall dentalaccesproblems. TheseproblenshavepreventedDelawarefrom including
dental servicedn its Delawae Hedthy Children Program.

Mostdertal careprovided to Medicad recipientsunde theageof 21 has bean providedin the

Public Healthdentalclinics. Foursitesin KentandSussexCourtiesemploytwo full-time
dentists contractuadentistsequalto onefull time equivalentand threeparttime hygienists The
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four sitesin New CastleCountyemployfour full-time dentists As the DelawareHealthCare
Commissiorreports,if theclinics sewved thewhole populationthatwould meanaratio of one
dentistto 5,000patients An estimde of Medicaideligible childrenservedattheclinics is 29% in
New CastleCounty,18% in Kent County, and 25%in SusexCounty.Althoughmoreprivate
practicedentistsarepartidpating in Medicaid,about50%, in 1998Medicaidpaients,including
adultswereservedoy only 3.6%o0f generalprivatepracticephysicians.An estimae of children
servedby privatepractice dentistss lessthan3%.

TheDentalCareAccessimprovement Commitee recommendedhefollowing strategiesto
improvedentalcare in Delawae:
» Marketingthebenefitsof practicingin Delawarewith consideratiorgivento racial and
cultural compositon of thetargeted population
Educationoanrepaymatsor othe financialassisancefor capitalcostsfor dentists
establising a pracicein anundesewred area
* Implementingarecipiocity progamoffering provisionallicensurefor dentistsserving in
underservedreadnsteadof aoneyeargened practiceresdency requrement
* Implementinga preceptorshiprogramavalable to dentistswho areBoard eligible in
Delawareif theypracticeunderdired supevision of alicenseddentistin an
underservedarea
» Licensurechangsto makeit essier to attractqudified dentistsandhygienistssuchas
allowing dentalhygieniststo work in schools mohle healthvansandother
setting understat dentaldirector supevision andreducingpracticeexperence
required.

If dentalservicedor Medicid eligible childrenarelacking, it is expectedhat for childrenwhose
familiesareuninsurel or undeinsured,accestility would beworse This datawasnotavailable
butit isinterestingto notethatanaverage of about7.5%o0f generaldentists grossfeeswas not
reimbusedasaresultof chaity care Accordingto the Universty of Delaware'©entistsin
Delaware-1998reportabout40% of dentistsprovidesomecharity careoutsideof the offices.
Proporionsprovidingcharity care are lessin KentandSusgx Countiesbut this probablyreflects
their greatemworkload.

Primary CarePhysiciansn Delawae reportedthat pediatriciansare almost20% of thetotal
primary carephysicianpopuldion. As with OB-GYNSs, theyaregenerdly locatedneaer
hospitals.The mostundeservedareasaresoutherrKent County andsouthen SussexCounty.
Georgetowrin Sussg& County,Doverin Kentandnorthernand westernrNew CastleCount has
thehighestratesof pediaticians perthe numberof youth.Oneproblem thathasbeennotdl is the
low numbe of Hispanic pedidricians.Surveyrespongsshowedno Hispanicpediaticians in
eitherKent or Susse& counties.Howeve, therewasa surprisingnumber,48% who could speak
Spanishmostlocatal in New Castle County. Seebdow mapfor distribution of pediatricians.
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Gapsin mental health for young children and adolescents. Both existingdataandperceptians
by providersandconsumes pointto gapsin mentalhealthservicedor children. A study
completedunderthe auspiesof the DisabilitiesPlannng Councilidentified seveml gapsin
mental healt servicedor adolescats. Theyare: 1) too few adequataltemativesfor special
living arrangenentssuchas strudured residentialsettings;2) not enoughvocatianal
rehabiltation andcontinuingedua@tion oppotunities;and,3) notenoughoneon-onesupportfor
severelymentaly ill or depresseddolescentsThis studyalso notedthat thereare notenaiugh
trainedtherapistsfor very youngchildren.

As alreadystated,hospitaldischargedatafor 10 to 14 yearold children showsthat childhood
mental disordersare the numberone cause(9%) for hositalizations for this age group. Other
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mental healthrelated diagnosa include depressiorfranked2nd at 8%), psychoses(ranked 3rd at
8%), neursesexceptdepressive(rarked 8th at 3%). Black children10-14 are not hospitalizd as
frequertly for mental disordes as the reg of the population. However, childhood mentd
disordersare ranked2nd at 6%, depresson (ranked 3rd at 6%), psychosesranked5th at 5%).
For teers 15 to 19, dischagesrelatedto birth arethe mostprevalentrate. After birth, however,
psychosesanks3rd (6%), depressionranks4th (4%) and childhoodmentaldisordersranks6th
at 2%. Again black children are not hospitalizedat the sane frequencyfor menta prodems.
Insteadafter birth relatedhospitalizationsgiabetes andsickle cell arethe prime causes

Much of the datatha we usedto understananental healthissued(i.e., hospitaldischargedata)
wastoo newto geta senseof whetherthe adolesentmentalhealthproblemswere new.
However, client countdata from the Division of Child Mentd Health showsanincreasdrom
1,785clientsin fiscd year1998to 1,919in fiscal year1999.This numberhasjumpedto 2,264in
thefirst ninemontsof fiscal year2000.

TheDepartnentof Educationrecently conductedhe Youth Risk BehaviorSurvey.Datafrom
this reportshowsa clearneedfor mentalhealthintervention. Althoughthe surveydoesnot
coverall of the states adolescats,nor doesit takeplacein all schoolsjt is broadenoughin its
coveragdo raiseconcens. Thefollowing statistics are of particularinteres:

* Almost27%of therespondentsad thatduringthe past12 monthstheyfelt sosador
hopelesgor almosteveryday for two weeks in arow tha theystoppe doingusual
activities.

» About17%seriouslyconsideed attemptingsuicide for duringthepag 12 months.

» 3.7%statedthattheyhad actudly attempted suicide.

* 2.4%hadto betreatedoy adoctoror nursefor depression.

There havebeensonme majoreff ortsto addressnentalhealth issuesthroughpreverion. The
Depatmentof Sevices for Children, Youth, and their Familiesand10 of the 20 state'sschod
districts establishedhe K-3 Early InterventionProgram Additional fundingwasprovidedfor
socal workers"to reduceclassroondisruptionsand encouragdéong-termacademicsuccess and
for someprograms'to mitigatenegativeeffectsof conductdisorder."Unfortunatelyduring the
time that this progran wasevduatedonly 11 studentsactuallycompletedhe progam.82% of
the casedhadclosedbe@useof reasonssuchas the student hadmoved. 57%of thechildrenin
the programhadchild behavior inventory scores belowthe conductdisorderintensitythresold
scoe. This scoredroppedfor mostof the children who completel the progam.

Gapsin drug and alcohol counseling:
Ther is alsoclearlya needfor more helpfor teenswho abuse drugsandalcohol. The Youth
Risk Behavior Satisfation surveyshowedhat:

* 23%hadat leastonedrink of alcoholbetween40 and 100or moredays.

* 32%hadtheirfirst drink betwea 8 or youngerand 12 yearsold.

» 27%hadconsunedfive or more drinksof alcoholin afew hoursatleas onceduringthe

last30days.
*  49%hadtried marijuanaat leastonce
* 7%haveusedcocaneatleastonce and 1.3%haveusedit 40 or moretimes
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* 12%hawve atleastoncesniffed glue, breathedthe contentsof aerosl spraycansor
inhaledpaintsor spraysto gethigh and.5% havedonethis 40 or more times.
» 1.3%havetried heroinatleastonce.

A collalorativeeffort between Children andFamilies First, elementary schods andparents
Families and SchoolsTogethe (FAST) is an earlyintervention/preventiorprogramdesgnedto
reducefactorsassociatdwith schoolfailure, juvenile delinquencyandsubstanc@busen
adolescencel ogethemwith nonprofitmentalhealthclinics andasgssmentlinics for substace
abu®, theschools’and parents’partidpationis gearedo resultin enhancingamily functioning
anddeceasingchild problembehavias. A total of 845 of the familiesacrossthe starecompleted
theprocessaandgraduaedfrom FAST. Parentgeportel a 14%reductionin behaviorproblens,
while teachersepoted an11%reduction

Nutrition counseling for Adolescents: Thelates YRBS dataalsoprovidessomeundestanding
of anynutritional problemsfacel by adolesents.Althoughtherearea smallnumberthathave
severenutritional problems,addressingthoseproblemss a critical need.Someof themore
sefous problemsare:
* 115% of therespondatsstaed tha duringthe past30 daystheywentwithout eatingfor
24 hoursor moreto loose weight or to kegp from gainingweight.
*  4.7%tookdietpills, powdes or liquids without a doctor'sadviceduringthelast30 days
for the purposeof losingweight.
* 3.2%vomitedor took laxativesto looseweight or to keepfrom gainingweight.

Ontheotherhand,55% exerciseto loseweightor to keepfrom gaining weight.54.4%
participatedin physica adivities for atleast 20 minutesfor atleast4 or moredays. Following
nutritional guidelinesalso seensto be a problemfor adolescentd-or instane, only 26 5%
reporedeatng vegetablesotherthancarrotsatleastl time perdayduring the past7 days Only
28.7%hadfruit atleastonceaday duringthattime period and only 38.2% hadfruit juice atleast
onceaday.

Onesouceof nutritiond counséng for schoolstudentsn public schoolss theschoolbased
healthcentersDuring the fiscal yea 1999,therewere2,534(6% of totd) visits wherenutrition
needsveretheprimary diagnosisand3,165visits wherethe concernwasa secondarydiagrosis.

Availability of Speciality Care Services

2. Population-Based Services

| mmunization Program
The DPH Immunizdion Programmaintainsanimmunizationregistryand hasmadethe
registry availabk to providers, school nursesday care providers,etcvia the World Wide Web.
Stateregulatonsrequireprovidess to reportall immunizdionsgivento theregstry.
ThelmmunizationProgramalsocompleteda marketingplan. The purposewasto establish

marketirg straegiesthatincludes providers andconsume's thatcanimpad theimmunizdion
coveragen Delaware
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Partneshipswith the DelavareDepartment of Educaion, the Delawae Office of Child Care
Licensng, the Delawae WIC program, the DelawareAdult Flu Coalitionandthe Delaware
Valley ImmunizationCaalition continued. In each of theseinstanes,to bettermonitorand
Improveimmunizationrates amongpopulationswe enhaned cooperativeactivities.

Schoolnurseshelpedassuremmunizationcomplianceof al children transferringor entering
schoolfor thefirsttime. Theprogramconducteda Lot Quality” AssuranceAssessmein
(LQA) atthesix (6) birthing hospitalsn Delaware. The as&ssnent gatheedinformation
regardingthe screeningfor hepditis B in pregnantvomenduringtheir pregnamry andthe
percentof infantsrecaving thebirth doseof hepditis B vaccinebeforeleavingthe hosptal.

FundingMechanism Fundingfor immunizatiors comesfrom stateandfederaldollars.
GeogaphicAvaiability/Distribution: DPH makesan extraeffort to reachspecial and rural

popuktionsby providingspedfic immunzation clinics to the Amish populationand to the
rural resdentsin southerrnSussexCourty.

Lead IJoisoning Prevention
The DPH Office of Lead PoisoningPreventionprovidesthefollowing servies:

* Promotesthetestingof al children at 12-monthsof age,and reped testingof thoseat
high-risk until six yearsof age

* Providescasemanaenmentand inspection, for leadhazardsin homesof childrenwith
increasedloodleadlevels.

* Provideshealtheducatiorprogransand materialson the causesandaffectsof lead
poisonng amongyoungchildren, andhow to identify andreduceead hazards.

* Providesanalysisof all resultsof childrentegedfor leadpoisoningto deteminewhich
childrenareat increasedisk, and to targetpreventionprogams

» Distributesleadpoisoningpreventionnformation andlead painttestkits in Growing
Togethempacketgha are distributedto all newmothersin Delaware’smaternity
hospitas.

* Monitors leadscreeningf children enolled in Delawage' s healthinsuranceprogram for
uninsurecchildren(CHIPS).

* Providesinformation ontherisk of childhoodleadpoisoning statescreening
requirementsndavalable hedth resource to RefugeesandForeigh Adoption service
agencesin Delawae.

* Fromthe DPH Blood Lead Registry, maphigh risk areasfor leadpoisoningto the census
tractlevel usingGeographidnformation System (GIS) geocodingsoftware

Funding Mechanism Fedeal fundingsourcesncludeCentersfor Diseag Control,Childhood
LeadPoisoningPreventionEnvironmental ProtectionAgency,Office of Pollution,Preventio
andToxics andthe Departnentof HousingandUrbanDevelopment| ead Hazad Control
Program.

Geographic Availability/Distribution: Delawae has amandatorybloodleadsaeeninglaw,
requiing all childrento bebloodleadtestal at or around12 monthsof age.Childrenare
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identified with elevatedblood-lead leveds in Delawareby blood-leadteging primarily through
their primaryhealthcareprovider. Screenings also providedthroughthe DPH clinics but since
managedcare,referrds to DOH havedecreasg. TenstatewideDuPontPediatricssitesperform
abouthalf of all blood-leadtestingthat occursin the state with DPH providingeachDuPont
Pdiatric sitewith bloodlead screening suppliesandDPH laboratoryanalyss of their blood-lead
specimensfree of chage.

Emergency Medical Servicesfor Children (EM SC)

According to the DelawareEmerg@cy Medical Sewicesfor ChildrenNeedsAssesnent
(Sunmer2003),Delawae’s EmergencyMedical Servicef EMS) program is strong,broadin
scope, andwell regulated Children’sissuesareincluded,atleastto alimited degee,in all
aspectof the programbecausethe programaddresssthe neals of all of the population
inclusively. TheDelawareOffice of EMS is adequatéy funded,esteblishedin law and
regponsble for developingandoverseag a statewideEMS system. Mechanismgha fund other
aspectof thehealthcare systen fund EMS, butthe EMSC Programis notinstitutionalizedwith
dedicatedunding.

Delanare EMSC hasmadesignificant progressn addresingtherecommendatias of the 1998
needsassessmen(This 2003needsassessmemhakes 26 recmmendationso improvepediatric
emergeng care in Delawae. Theprimary are& for improvemenincludeactivitiesto
institutiondize EMSC within the statées EMS system, assuregedatric expertisan theoverdl
developmenandmaragemat of the system, and incorporateEMS consumeand family
advocatesnto themamgeral structureof theglobalEMS sydem.

Overall,thegoalsof the EMSC program areto:
* Enaredtateof-the-artemergencymedicd carefor children
* IntegrateEMSC into existing EMS systems.
» Establidr andmaintan links with children’sprimary careproviders.
» Provideprimaryprevention of illnessand injury preventionto childrenandyouth.

Teen Pregnancy Prevention

elawareplaced population-basedeffortsin thehand of the“Alliance for AdolescenPregnang
Prevenion” (AAPP. AAPPis aprogramof ChristianaHealthServiceswhich hada contract
with DPH, andcoordinaedstaewide adolesentpregnancyprevention initiatives, identified
needstargetechigh-risk areasandpopulationspfferededucdional workshopsandtechnical
support,and alsoassistedvith linking programsandresources

Local DPH PopulationBasel adtivities: Thefollowing acivities wereexamplesof themany
activitiesthattook place aroundthis performancemeaure

* Informationwaspresentedto femaleteensat local communitycentes, specifially
including preghancyprevention, abstinenceandbirth contiol methods.

* Field nursesworkedwith ASK-PAT (Adults SupportingKids — Purity Among Teen$ at
their springconferencewhich wasaimedat teens. ASK-PAT is collabordive teen
pregnancyabstinencdase progambeweenDPH andmultiple churche,
predomnanty African American churdes in KentandSussx counties.
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» Abstinene educationwas providedat the middle andhigh schoolassembliedy Jeffrey
Dean. Theprogramwas delivered in somealtermative schoolsandonejuvenile
detenton center.

» Field Staff workedwith pregnat women, oftenteensto reduceand/ordelaythe onsé of
additional pregnancisthroughcounselingjnformation,andreferrd toaGYN
provider.

» Traner/Educatorsvorkedwith avariety of teenrelatedagenciesiponrequest.Topics
oftenincludedTeenPregnancyrevention, STD/HIV prevention educationself
esteemetc.

Funding Mechanism The AAPP recavesfundingthroughthe DPH andthe federalabginence
educaibn grant

Geographic Availability/Distribution: Theseprogramsarestaewide.

School-Based Health Centers

ScdhoolBasedHealthCenters(SBHC) operatan 27 out of the 29 public high schoolsin Kent,
Susgx,andNew Castle Counties and areavailablefor any studentswith parentalpproval.
SBHC’s areadministeed in the DPH’s Family HealthServicesSection(alsoincluding Title V)
andcaried outby medial vendorswho arecontraded to staff and operde thecentersThe
SBHC's offer healthcareservies, mental health sevices andnutrition sevicesto enrlled
students. However,they also offer numerougpopuldion basedservicessuchasLunchandLearn
sesfons.

Funding Mechanism SBHCrecave mostof their fundingthroughstategenera fund dollars.
Oncecerter receivesfundingfromthe MCHBG.

Geograghic Availability/Distribution: SBHC are locatedthroughoutthe state. Oneof the
schmlsthatdoesnot havea centerisin northen New Cagle Countyandthe other is in Dover.

School Health Programs

Delaware hasanorganizd, effective system of schoolnursesmanagd by the Depatmentof
Education (DOE) which places a nurseat every stae public school.Othercollaborative efforts
extendfrom very youngchildren up to andincluding high school studentsTogetherDOE and
Family Healh Services have collaboraedin the opeation of the scoliosisscreeimg program, the
hearingconservatiorprogram,and the optometryprogram. DOE workswith DPH’s EMSC
Program.In additionto Risk Watch,the EMSC programprovides trainingto schod nurseson
preparng for andmanagng school emergenciesThe DPH andDOE have collaboratedo ensure
thatschoolbasedhedth centersare in anypublic schooltha wants one.Togethertheydevdoped
apostion statenent on SchoolBasedHealthCenters which clarifies thewellnesscenters’role
andscopeof serviceswhich can bedeliveredin the school setting.

There are over300full andpart time school nursesn Delavarethatservestuderts in publicand
privateschools. The Depatmentof Educationandthe Division of PublicHealthhavealsoin
partneship, to providetraining to the schoolnurseson bio-terrorismand emergency
preparedess.
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Funding Mechanism Schoolprogramshavea variety of funding sourcesincluding state school
district, andfederalfunds.

Geographic Availability/Distribution: In additionto 21 public schoolsystemghroughouthe
stak, therearenumerousprivate andparodial schoolsthroughouthe state themajority in New
CastleCounty.

6. Children with Special Health Care Needs
A. Major Health Issues, Gaps, and Disparities

Overall, keyinformants, throughtwo quality studiesjnterviewedfor theassesment,
believedthe state’shirth to threesystemwhich providesservices through Child Developnert
Watch(CDW) is aneffective deliverysystemfor thatage group.CDW senice coordination
providesa centralpoint of contact for familiesby linking hedth care,educaibn, sodal
sewvices,and family supportserices.Oncechildrenturnthree mog of thechildrenare
servedthrough theeducdiond systen where thelinks to the healthcaresystemarenot as
clear. Most CSHCNare mainstramedthroughouthe varioussdool districts. Someare
servedthrough theeducdiond systen’s specialty schools.Theseschoolsarealsonamedasa
strongresoure for families.

Primarycare needsaregenerally taken careof and,particularly with theintroductionof
duPontPediatricClinics, accesshasimprovedthroughoutthe state. DuPontCSHCNClinic
and SpecialtyClinicshaveaso been notedasbeingof high quality. (Seediscusionon
providers.)However for families living in southerrDelaware,services area greatdistance

Thoseinterviewedalso felt tha insuranceprovidedthroughthe statewith Medicaidandthe
DelawareHealthy Children Progran wasadequateOn the otherhand,numerougparents
pointedout how difficult it is obtainingapprovalfor somespeeific sevicesor equipment
suchasin-homehealthcare assistants;ertainwheelchairs,or pull-up diapers.Parentsare
alsomorepleasedvith Medicad coveraye thanwith thatof privatemanagedarecompanies
In addtion, thereare other issuesof concernsuch asparent'slack of awarenessf available
sewvices.(Seesectbnon Direct andEnabling Services.)

Mostobviousin assesingthe CSHCN sydemis thefad thatservicedeliveryis fragmented.
After theageof three there is no centralcontad point. Once a child turnsthree service
coordiration is no longer offered by the stae. While somesevice providersoffer cas
maragenent,theassignednanages generallyfocuson oneareaof needinsteadof a hdlistic
approacho child andfamily. The provisionof servicecoordnationwould alsohelpto
addres otheridentified needssuchasbeter communicéion betwea the public school,
primary carephysiciansandhedth car insurers;jack of onesourceof reliable information
andimprovementn parents'undestandingof healthcarecoverag and SSI.(More detailson
gapsare foundin thesectionson Enablingandinfrastrudure Building Services.)
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Service Gaps
Transportation: Communityleaders andconsumergontinueto identify transpotation asa
major problemin accessinghedth care throughouthe state. Evenfor Wilmington residerts,
trangortatonis citedasa problem with long waitsfor buses,"non-accommodating
scheduts”,anddifficulty in handlingseverakhildren. Highlightsfrom thes discussios
are:
* Medcaidrequires48 hoursnotification
» Transpotationis only providedfor thechild beingtreatedandoneparentmakingit
difficult for amothe with morethanonechild.
» Evenif aparentgetstransportationto a doctor's office, shemaynotbeableto get
transportationio a pharma&y to pick up aprescripton.

Lack of Telephones. Althoughwe do notkeepa countof families who do not havea
telephonepublic hedth nurses repot thatmanyof their clientslack aphone. It is often the
casethatwhenawoman calls for anappointmentshe cannotmakethe appoirtmentright
awayandis told to leaveamessge Theproblemis thatthe office cannotcdl backif the
paientis calling from apayphone

Oral Health: TheDivision of PublicHealth,Delawae Health& Socid Services cortracted
with the University of Delawae’s Centerfor Applied Demogaphyand SurveyReseachto
conducta dentl survey which wascompletedn 1998.0Oneimportantfinding wasthat
Delawaresuffersfrom a serous maldistribuion of dentistswhich leaves SussexCounty with
asevereshortageandKent County far from optimalto meetthe needsof thegrowing
population.This finding wasbasel on theindustrystandardof oneFTE dentig for 2000
personsMost of theshortagen Suss& County appearso bein thewesten, morerural part,
from Bridgevile to Laurel. Theseare afew highlightsfrom the report: 1) Although97% of
geneal dentistan New CastleCounty areacceptingnew paients,only 84%in Kentand
81%in Sussexareaaeptingnew pdients.2) Wait times for nonemergacy paientsin Kent
Countyare morethandoublethosefor New CastleCountypatients.3) Almost 20% of
Delaware’sdentistswill eithernotbeactivein five yearsor areunsure4) Younge dentigs
aremorelikely to locatein New CastleCounty.This situation affeds all Delawaeans
particularly thosein the lower sogoecoromic category Theaffecton women,particulaly on
pregnantwomenis devastatingsincelack of dentalcarecan leadto infectionsthatare
dangerouso the mothe andherfetus.

B. Program Capacity by Pyramid Levels

1.) Direct Care Services and Enabling Services

Financial Access

I mpact of Medicaid and Managed Care

Stateard privatehealthcar insurarce playsapivotd role in meetingtheneedsof all CSHCN.
Medicaid’sbenefitsaremore geneousthan the benefits of manyprivatehealthplans,and
includeaccesgo basicandancillay care thatare vital for thesechildren.
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Medicaidhasestabishedstandadsfor acces to careand the availability of primary care
providersfor its ManagedCare Organizations(MCOs). In thelag Requet for Proposal,
Medicaidaddedseverarequirenentsfor the MCOsto provideadequatecces to specialistsor
childrenwith specal healthcare needsevenif it meanstheyneedto authoize specialists outside
of their contracte provider network. Howeve, moststandardsire not specific to childrenwith
specialhealthcareneals suchasstandadsrelatedto waiting time for appointmentssenice
approvaltime, andtraveldistance to a provider.

Sincetheincepton of Medicaid ManagedCarein Delaware the ManagedCare Organizadions
(MCOs),havechangd twice overfour years. Many parentsof CSHCNwere left to identify a
newMCO thatprovided the same primary carephysigans,specidists, care,savices and
durablemedicalequipment.Even if the services were providedby thenew MCO, eachchild had
to bereevaluatedor ther current servicesThe processof choosingand obtaning anew MCO
andretainingcurrentservie modadities was chdlenging to CSHCN andtheir parents.

Title V usedseverakourca to analyzetheimpactof Medicaid and overall managel care on
childrenwith specal healthcare needsandtheir families includingthe Office of CSHCN'’s
surveycompletedoy the Universityof Delawae.

MedicaidManagedCae Organizaions providenetworksof careandservices for CSHCN
including primary, secondaryandtertiary care. Thedesignatederviesand serviceproviders
are not alwaysfamily-centeredandcommunitybasedandthoseliving in the south havelong
distancedo travelto obtainnecessay services.

However, thelastTitle V sponsord surveyof parentsof CSHCNshowedafairly high level of
satsfaction with their children’s primary care physicianwith 84.1%statingthattheywerevery
satsfied and13.3%stding tha they were somewhatsatisfied.This levd of satisbction wasnot
carriedover to satisfation with their health careplan.58.8%werevery saisfied and 31.6%were
somewhasatisfied.In the CAHPSsurvey(de<ribedin the NeedsAssessmensectionon Direct
HealthCareSevicesand EnablingSeavicesfor PregnaniVomen,Mothas, andInfants)which
surveyedadults,satisfation with the healthplanwas only slightly lessthanwith physicians The
correlationwith adultexperienceand experiencevith servicefor their childrenshouldbe high.
However, it seemsasif thedemandsplacedonther healthplansaregreatermgiventhe neals of
their children.

This suivey alsoidentified many of the same problemsasthefocusgroupsandTitle V sporsored
suwvey respondentglentified. The mostcommoncomplaintsincludehasslesin obtainingneeled
care,inability to obtan accurae and clear informationaboutavailable services ard
unsatiséctorycoordindion of savices. Familiesof childrenwhosehealth conditionsaremore
unstdle reportlesssaisfaction with their child’s primaryhedth planandconsderableproblems
coordirating their child’s care, accessingneededservices,andlocatingproviderswith theskills
andexperiencenecessaryor their children.

Paentsneedclearinformation about healthplan benefitsand waysto access servicesfor their
CSHCN. Managedcae plans provide Hedth Benefits Managersto work with parentsof
CSHCN. However, parents are not always aware of what is available. In addition, the
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regponsbility for the provision of therapeuticservices — mental health, speech physical and
occupationatheray — needsto be clarified for paments becausehey are often unsurewhether
thes critical sevices will be providedby thar child’s healthplan or the local schoolsystem.
Theyare alsounsureas to which health plan,Medicaidor private, will payfor the servicesMore
effective methodsto link these systens togeher and to provide information and support to
familiesareneededImproved coordinationof care and communicatioramongprovidersof care
is esentid For children with complex needsservedby many different providersand agencies,
greateremphasison coordinded care is imperative. The more recent neals assessmenof
CSHCN throughHealthSystens Researchinc. is still pending

Availability of Prevention and Primary Care Services

Shortages of Health Care Providers

As alreadydescribedn the Annud Report section, DPH offersdiagnodic andshort-term
treatmenservicedor somne specialneeddor childrenespeciallyin KentandSussexCounties
wheregeographi@ccessis limited.

SpecialtyCare Physicians: The mgority of this state’spediatricspedalists arehousedn the
duPontHospitl for Children. CSHCNandtheirfamilies who live down statecantravelasmuch
as2 hoursor morefor adoctor’s appointmentandthenhaveto goto ther local networklab for
prescibedbloodwork andx-rays. A secondvisit to duPont Hospitalmaybe neeadfor lab and
x-ray follow-up. This processis time consumingand debilitatingfor amedicdly fragilechild
andfamily.

Dental Care: Delawake’s lack of dentd providersparticularlyaffectschildrenwith specialhealth
needsFor instanceproviders working with children with Cleft Paktehavenotedthatlack of
Delaware dentstsandorthodontistshasbeena particular challengesince it is imperativethat
they reeeive gooddental careto combatthe sequela®f their birth defed. At leastoneparent
interviewedduringthefocusgroupsessionsexpressedoncerngha mostdentistsdo not want to
touchherseverelydisablel child and sheis forcedto travd along distanceto du PontHopital
for neededdentalcare Thesurveyof parentsof CSHCNshowedha while mostneeded
specialtyseviceswereprovided,alower proportionof thosenealing dentd sevicesactually
receivedthem(77.6%).Sincethis sanplewasvery small (116 respondents}his problemmight
not extendto thelarger populdion. Howeve, given Delaware’soverallproblemproviding dentd
caretheresultswerenot suiprising.

Physical Therapy, Occupational Therapy, and Speech: Schootagedchildrenwith special
healthcareneedsareoftenlimited to therapeutiénterventionsin the school setting. Therapies
are usuallyprovidedin the consultdive modalityin a groupsdting by theteachemwho consilts
with thetherapistsHowever,parentshavenot beenincluded.Therefore carry over of therapies
is achallenge to paentsandothercaregiversvho arenot presentfor theintervention. Paents
seeaneedfor additionaltherapeutic interventiondn thehomein additionto thefunctional
therapiegeceivedn theschool. In mostcasesthey aredenied. Paratsare not sureif thedenia
is fromtheschool,primary care phydcian, and/ortheir healthcareinsurance.
TheDuPontHospitd for ChildrenhasinstitutedSpedalty Clinics particularlyto addessthe
needsof CSHCNiIn Kent and SussexCounties. The needfor Specialty Clinics outsideof the
hospitalis madeknownthroudh reviews of clinic appointmat books. Thehospitalhas
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establshedstandardsegading howlong a child shouldwait for an appointmat andhow far
(there hasto beacertan nunber)a child shouldtravd to an appointment.Oncea needis
identified aclinic is estdlishd (i.e., Cleft Pdate Clinic atthe Williams StateSevice Center
threetimesa yearandOrthopalic Clinic in Seaford) Plansare undeway for a CardiacClinic in
Seaford andHemablogy Clinic somewhere in Sus&x Couny. Clinics arehdd everymonth
unlessthe needindicates otherwise. The spedalty clinics providemanyservice providers(MD,
RN, Nutritionist Sodal Workels, and Dentists)at onelocationandat the sameclinic visit for a
child to reeeive comprelensivesavices.

Respite Care: Respiteservices are providedin alimited capadaty to CSHCNwho do nat requre
skilled nursing. It is morediffic ult to find serviceprovidersfor technologydependenthildren
thanfor childrenwith fewer medicd needs.Typically, privateandpublic healthcareinsurance
doesnot supportrespitecare. However,therearesomeavailablesources of funding.The
Division of MentalRetardéon (DMR) receivesstatefundsfor repite. DMR providestwo
weeksof respie careto thar clients. Children,who demongrate a 25% cognitive delay,are
eligible to receivesavicesthroughDMR. Parentsaregiven theoptionto obtain theirown
regite careprovideror theDMR will designatea provide. The United Cerébral Palsy (UCP)
offersseveralkstate wide choices of respitecaresuchas,center- basedweekend daycare;
summerdaycamp;and center—based weekendcare. UCP providesservicesto childrenwith
physicaldisabilitieswho do notrequireskilled nursing The EasterSea Socidy providesresite
for all children6 to 14 with a disability. The populationserved includesfamilies of children with
cognitiveandphysicaldisabilities(includingventilator dependent Theregite servicesnclude
weekemlsandovernightsummercamp all in Maryland. Thefamily mug payfor theweekend
sewvicesalthoud thereis limited finandal assstancefrom EasterSeds for the summercamp.
Thestate Autistic Programalso provides servicego families of its students Familiesareentitled
to 24 hoursof monthlyrespie care, plusan additiond 7 days pe yea. Parentprovidesome
paymentandthe State Depaitment of Educationsubsidizegherest.

In thefall of 2003, The Centerfor Disabilities Studies at the Universty of Delaware leacer of
theRespte CareTaskForce publishal areporttitled,"RespiteCarein DelawareA Critical
Needfor Change:' One of thekey reammaendaionsof this reportwasto coordinaterespite
sewvicesthroughouthestate. Soonafter thereport wasreleased,representativesom Easer
SalsDelavare& Maryland’s EasternShore anon-profit provide of rehabilitaion treatment
andsupportservices,establiskeda coalitionto work ontherespitecareissuein the state.

Thereailting group,the DelawareCaregiversSupportCoalition (DCSC) is charedby Dr. Tim
Brooksof the UD Cente for DisabilitiesStudiesand consigs of morethan 25 members
represening consumes, sevice providers, andstateentities. Since thefirst meetingof the
Coalition in January2004, the grouphasdevel@eda tean charterandvision statenentand
surveyedespiteprovidas andcaregvers to determinghe currentstateof aswell asthe needfor
reite.

Theneedsassessmersurvey conducedby the DCSC supportedoreviousresearchrevealing

thatalthoughopportunitiedor respiteexist, andtheresidentf Delawareare interestedn
receivingrespiteservices, caregvers arenot alwaysableto obtainthes serviceswith easeand
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confidence.Basedon theresultsof our researd, the DCSCdrafteda planto designand
implementa pilot RespiteDelivery Systan to coordinateegite sevices throughoutDelawae.

Basdontherecommadationsof the Repite Care TaskForcefor stepsin thecredion of a
regite delivery system, the DCSC conductedstatewideneedsassesmensurveysof regite care
providersandcaregvers to determine the stateof respiteandexaminethe level of unmetneed.

To gatherinformationon therespitesenices currently availableto Delawareanghe DCSCsent
abrief surveyto careprovidersduringthe monthsof Julyand August2004. Respondentt the
surveywerenearly unanimousin their belief thatthere is a significantneedfor morerespitecare
in the stateof Delaware. Theonly organizationuncetain of the nee for reite notedthatther
clientshadneve askal for informationon the subjed.

Mostrespndentsalsoagreedtha fundingfor respte careis inadequae. Currently,respitecare
is beingfundedthroughprivate pay, Medicaid,andstatefundsprimarily. Respmses suggestd
thatlimited fundshave resultal in difficulty recruitingandretainingcaregiversultimately
limiting accesgo servies.

Respiteservicesareavailale to individualsof all ageswith disabilities of all types butsurney
regponessuggestsomepopulationshave moreopportunitiedor regite. Forinstance,it appears
thattheelderly,peoplewith Alzheimer’'s, andchildren with Autism aremostlikely to receive
sewvices,while aduks with mentalillnessandindividualswith behaviorhdisorcersarelesslikely
to recive services.

Suwvey responsemdicatetha respitesenicesare providedat a wide variety of locationsduring
weekdy, evening andweekendhours. Regponsesls suggetthatplannedrespiteservies are
far morecommonthan emeageng services It appearshoweverthatthes servicesal are quite
limited. Clientscanacquirerespitefor only a brief period of time dueto limited provider
repurces

Respiteprovidersoffered thesekey pointsin the*“ Comment$ sedionsof thesurvey:

* Thereis aneedfor staewidecoordinationof respitecare.

* Thereis acompletdack of trained respiteworkers,with a particula shortageof Certified
NursingAssistants{CNAs) availablefor respitecarethat requires amedicalcomporent.

» Salaiesfor respitecareworkersare muchtoo low — with the exceptionof the Delaware
AutistismProgram Low sdaries makeit difficult to recruit, train, andretaincaregivers.

* Thereis aneedto devdop avoluntesr network of individualswho arewilling to provide
reite care.

* Morein-home respitecareis nealed.Many clientsfeel muchmorecomfortablen their
home ervironment.

» Safetyandsecurityaremgor concerndor serviceprovidersandcaregiverslike, and
thereforepropertrainingandbadkgroundchecksarevery important.

To developa betterundestanding of caregiversneedfor and understading of respitecare the

DCSCdistributeda surveyto nealy 3,000 caregiversacrossthe stateof Delawareduring July
andAugust2004 Suwveyswere distributed by the Alzheimer'sAssociation,Child Mental
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Health(CMH), the Delaware Autism Program(DAP), the Division of Developmatal
Disabiities Services(DDDS), the Division of Services for the Aging andAdults with Physical
Disabiities (DSAAPD), the Division of SubstancébuseandMentalHealth(DSAMH), Easte
SalsDelaware& Maryland’s EasternShore,andthe NationalMultiple SclerosisSocigy. Each
organizationdistributed surveysto a significantportionof their clientde. As of January2005,a
total of 538surveyswere returned. Of these 282 surveyswere completedoy caregivergthe
remaining256 werereturnedby individualswho respondedhattheywerenot providing care).

Severalcommonthemes emergel during theanalyss of thecaregiversurveyresporses The
mgority of respondatsreportedthat theyprovideconstantarefor alovedone and an
overwhelning numbersaidemotiond strain andburnoutarethar man difficulties in caregiving.
Overall,caregversareconcened for the sdety of theirloved ones whentheyarein the care of
another. Thisis of particula concen to the caregversof peoplewith difficulty communcating
andto (thegrowingnumberof) agingcaregvers; thesecaregiversvorry whatwill happerto
their chargesvhenthey are nolonger ade to providecare Delawareansareclearlyinterestedin
acquiringrespite,andhopeto identify trustworthy reliable andaffordable respitecare.

Themajor concernf caregivasincluded:
» Thesafetyof theirlovedones whentheyare not presento supervise.
* Whatwill happenrto thar loved ones whentheyareno longerableto provide care.
* Findingcaring,compmassionge caregverswho undestand the personaswell asthe
disability, andwho will providedignifiedcareaswell asstimulation.
* Findingtrustworthycaregives to providecarein caseof emergacy/for reite.
* Findingadequat financial resourceso fund respitecare

2.) Population-Based Services
Attorney General’s Abuse I ntervention Committee

TheDirector of CSHCN has bean an active partidpantof the AttorneyGeneral’ Abuse
Interventon Committee with the premisethat CSHCNaremore vulnerableto child abuseand
negkctthenthegenerépopulation.The AttorneyGenerals AbuselnterventionCommittee
envisionsa child protective systen where al residentf Delawarerecognizeand properly
regpondto child abuseand neglect, wheretheinterventionsareappropriateandeffective, and
child sakety andwell beingareensued.

TheAttorneyGenerdis Abuselntervenion Committeemisson is to partnerchild protection
professonals(child welfare, law enforement, medicad, mentd hedth, advocay, legaland
relatedfields) in orderto identify opporunitiesfor improvementinddevelopcoordinatedmulti
disciplinary appro&hesto child abuseand neglectinterventionstha pronote physcal and
emotionalsafety.

The AG’s AIC hasbea instrumentd in improvingthe multidisciplinary responseo child abuse
investigationsincel1988 Overthelastdecadeand a hdf, the AG’s AIC has developed
Memorandaof Agreenentbetwea agancieswhich outlinemodé practiceshasprovidedexpert
guality trainingsat no to low cost,and hasbeeninstrumentaln the creationof such
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organizationsasthe Child Deah, NearDeah andStillbirth Commissionandthe Children’s
AdvocacyCenterof Delaware. In 2006,the AG’s AIC will provideanintensve curricdum on
forensicinterviewingtedhniques in conjunctionwith the AmericanProsecut® Resarch
Institute.

Althoughmenberswork in variousfields we havecommonvalues Thesevaluesguideusin
our collaboration:

1. Ourfocusis on child safety andhowto limit furthertraumato the child.

2. We collaborateusinga multi-disciplinay approach

3. We openlycommunicde to promotemutualtrust

4 We appraachissuesin afair andobjectivemannertha demonstratesultural
sendivity .

5. We arerespectfulbf needsandperspectivesf families,agencieandothers

6. We promotebest prectice, utilize problemsolving methodsand removeobstaclgin
thesystem

7. We fully supportandpartidpate in the adivities of the committee.

8. We utilize ourresourcsin the mostefficient way to producemeasurable@utaomes.

Thegoalsof the Committeeare to:

- Developandmaintainmembeship of committeeto ensuremulti disciplinary
approach

« Increasecollaboration

- Increag awarenesandundestandingof child abuseandneglect

- Build the professionhcapaity of thosewhointervene

- Identify gapsin the system and be solutionoriented

- Planandoversedhe Children’s JusticeAct Grant in accordancewith thefederal
Child AbusePrevention& Treament Act

- Exploreadditioral fundingopportunities

7. Linkagesto Promote Provision of Servicesand Referrals
A. State Service Centers
TheDivision of StateSevice Centes within DelawareHealthand SocialServices
administersa statewidenetwork of servicecentersThesecenters14in totd, serveas multi-
sewice facilities in which variouspublic andprivateagenciesareco-located,with thegod of
promotingaccesdo Delawae's hedth andhumanservie system.Thegoalis to provide
clientsupportserviesthat promoteincressedaccessibilityenhancedervice integration and
efficientservicemonitoiing. Annually, morethan600,000visits are madeto StateService
CertersthroughoutDelaware. Each senice center providesa mix of serviesappopriateto
thecomnunitiesthatit serves. Thereare over 160 programsand servicesdeliveredthrough
stae servicecenters.

TheDivision of PublicHealth locates manyof its clinics atthe centes including sevea very
largeoperationsuchas Hudsonin Newark, Northeasin Wilmington (New CastleCounty),
Williamsin Dover,Milford StateSeavice Center(Kent County),andBridgeville, Pyle,
Laurel, GeorgetowrandShipley,al in SussexCounty. Refer to mapof clinics for more
detail. In addtion to PublicHedth, sevicescan includeprobationandparole, mentalhealth,
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sochl servicesandMedicad.

B. Christiana Care' s Perinatal Behavioral Health Program

All womenof child bearingyeass within the ChristianaCareHealth Systemperinatal
obstetricakcatchmentegionare éligible to participae in this pilot programaimedat
maternaldepressionThis progran spars the continuumof careandcoordinates universal
screenng, educationandtreatmen efforts asthe patientmovesthroughdifferentstages
of herlife anddifferentparts of the healthcaresystem.Thegoalis to provideseamless
carethatintegrateswith pre-existingperinatalandbehaviorahealthpahways Thekey
componentsof the programinclude earlyidentification thoudh universd saeening of all
pregnantwomen,asssesmat/triageto the appropriatdevel of intervention,and ongoing
casemanagemenwith seiial assessmas. Servicegnayincludesocid sevice referralsto
community agencieseducaion andsupportgroups infantdevelopmentlasses |actaion
consultaton, perinath bereaement consultationfor previouslosses psychiaric
evaluationandcounling, andcrisis intervention.

C. Child Find

Underthe Individualswith Disabilities EducationAct (IDEA), Delaware has estdlished
a Comprehensiv€hild Find Systemto locatechildrenwith disabilities. The Sugporting
Documentsncludethe Pat C flowchart which showsthe designfor the Part C or Birth
to ThreeSystem The systen wasdesignedn a mannerto build uponandexpandhose
programsin placeprior to Pat C. Theflow chat showshow thevariousreferral source
feedinto Centralintake. Centrd intake allowsfor thetrackingandreferrd linkagesfor
infantsand toddlerswho are at risk and arenot eligible underPartC. Included asan
integralpartof the Centra Intake processis theHomeVisiting progam.

D. Medical Home

The Office of Childrenwith Special HealthCareNeedsin partnershipvith the Medicad
Office, Family Voices, and thelocd chapterof the AmericanAcademyof Pediatricsis
developinga medcal home modéd to meetthe carecoordinatiomeeals of CSHCN In the
medicalhome modelachild’s primary carephysicdan will bedesignatedasthe medcal
home to ensurehatserviceddivery is family-centere, communitybasel, culturally
competent,coordinatedcomprdnensive,costeffective,and compas®nae

8. Infrastructure-Building Services
A. Total Maternal Child Health Population

1. Delaware Health Care Commission
TheDelawareHealthCare Commissionis an independenpublic bodythatreports
directlyto the Governa andthe Geneal Assembly. It was establishedy the Gereral
Asemblyin 1990to developa*“pahwayto basc, affordablehealthcarefor all
Delawareans”.Servingonthe Commissiorarethe Seaetariesof Finance, Healthand
SocialServicesChildren, Youthandtheir Families the InsuranceCommissoner and
six privatecitizensappointel by the Governor,the Speakeof the Houseand the
PresdentPro-Tempoe of the Senae. The Commisionhasadministrativgurisdiction
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overthe Delawarelnstituteof Medicd EduationandReseach, which allows
Jeffer®n MedicalCollegeto functionasDelaware’smedicalschoolandoverthe
DelawareHealthinformationNetwork,which promotesanintegratedchealth
informationnework. Thelt. Govanorservesasthe Chair. While the Director of
theHealthSysemsDevelopmentBranchattendsmeetingsandprovidespublic health
informationasneededsheno longeris providing policy support.

TheHealthCareCommissionhasfocusedon seved initiativesdesignedo increase
aacesso healthcardor uninsuedand undergrvedDelawareansncludingthe
Community Healthcae AccessProgram, the StatePlanning Programandananalysis
of thesafetynetin Delaware The Hedth CareCommissioralsoconveneda
commnitteearoundmentalhedth issues andpublished ‘The Commitee on Mental
Healthlssued-inal Report.’

2. Delaware M edicaid Office
TheDelawareMedicad Office is adminsteredby the Division of Socid Sewices.
UnderDelaware’sMedicaidprogramtherearetwo MedicaidManagedCare
OrganizationgMCOs)and DelavareHealthyChildren Program(DHCP), Delawage's
SCHIP program Under the Medicaid managd careplan, Delavareresidentshose
betweerthe DiamondStae Patne's, establishedn 2003and managedy the state
Medcaid office, or Delaware PhysiciangCareHealthPlan,establishedn 2004and
manaedby SchallerAndersonof Delavare IncorporatedBoth ManagedCare
Organizatiors offer identical Medicad bendit packagesDPH works closelywith DE
Medcaid on avariety of issues, including acessto healthcarecoverageandmedical
homesfor all children,includingthosewith specialhedth careneedsand pregnant
women,oral health acess prendal care access,Child DevelopmeniWatd
operatios, andearly childhoodsystemsdevdopment.To date 139187 Delaware
resicent receiveMedicdd services and 10,825childrenarecurrently enrolledin the
DHCP program

3. Delmarva Health Initiative
Fourcommuniy partnes, including threehospitd systems[BeebeHospital,
Bayhealh, andNanticoke) andthe Division of PublicHealth Office of PrimaryCare
havejoinedforcesto identify thosewithouta medicalhomeandto provide
informationto helpthem to accessservicesThis partnershipis responsibldor
developng andimplementingthe Rurd Hedth Plan.

4. Department of Education (DOE)
TheDelawareHealthand Sodal Sevices,andthe Departmenbf Eduation work
collaboraively to devdop programs promotingthe healthof childrenin Delawvare.
Exanplesincludethedelivery of EPSDI servicesn the schoolsdting andin
providing supportfor SchootBasdHealthCenters. The Departmat of Educaton
initiated a CoordinatedSchoolHedth Coalitionin 1999tha includesseveral
comnissionsor taskforces,baseduponthe CDC CoordinatedSchoolHealth Model
whichincludeDPH partidpation. Currentlythereare three conmissons Health
Education, HealthSewices,andPhysicalEducation. Futurecommissionswill
include Nutrition Services,School Climate, Staff Wellnes, andCounselingServices.
Thus far standard$iave been devdoped for healtheducatiortha canbe usel in other
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curriculasuchasreadingor socid studes. The Coordinatedsdool HealthProgram
Teamis composedf avariety of hedth andeducatiorrelatedagenciesprivate,and
pulic including parents. Theyrecwuitedschoolapplicantsto participatein aneeds
assegwentof health needsin thar respetive schools. Afteridentifying the specific
needsplansweredevdoped to target thoseneeds. The Departmenbf Educdion
(DOE) hasalsocollaboratéd with DHSSin developmenbf the PartC early
interventon efforts. Stdf are alsohousedandincorpomtedinto the CDW teamand
serveasliaisondor transitionandindividualswith DisabilitiesEducaion Act (IDEA
B and C) issues.This yearthe Office of HealthServicesPOE, in patnershipwith
theDPH to providetraining to school nurseson teen pregrancy prevention,lead
poisoning tuberculosisimmunizationsandpublic healthresoures. Delawarehasa
comprehensiveystemof schoolnurseswith onein ead school and mostprivate
schmls. Thereareover 300 full and pat time schoolnursesan Delawnaretha serve
studensin publicandprivateschools. The Depatmentof Educationandthe
Division of PublicHedth have alsoin partnershipto providetrainingto the schal
nurseson bio-terrorismandemergencypreparenes.

5. DOE Head Start Collaboration Office
The DOE-HeadStartStateCollaboraion Office andthe Division of Public Health
havealso partneredunder the Hedthy Child CareAmericaand ECCSprojectsto pilot
the Partnersn Excellence:PromotingSocialandEmotionalCompéenciesn Young
Children(PIE) projectin 15 HeadStarts, ECAPs andchild carecentes staewide.
Thepurposewill beto developandutilize evidencebasd socid-emotionalclassroom
straegiesto pronote resiliencyandfosterappropriatesociatemotionalwell-being in
youngchildren.

6. Department of Health and Social Services (DHSS) Division for Aging and Adults
with Physical Disabilities
This Division hasthelead for Traumaic Brain Injury issuesn thestae. TheCSHCN
Directorworkscloselywith the Division to ensuregha the needof childrenare
addressedDPH hasalso workedwith this division on a varietyof initiativesfor
olderwomen.Although the Division for Aging andAdults with PhysicalDisabilities
maintainstheleadfor theadult TBI issuesn the state the Division of PublicHealth,
CSHCN, is working through a Sub@mmitteeof the Coundl for Persorwith
Disabiitiesto addresshe pediatric TBI/ABI issuesTheDivision for Aging and
Adults with Physical Disabilities has gained appovedfor a Traumaic Brain Injury
Medcaid waiverfor the adultpopulation.

7. Department of Health and Social Services (DHSS) Division of Social Services
Child Care Office
TheDivision of SocialServices, Child CareOffice managesthe child care senicesto
supportfamilieswith youngchildrento enablethe caretaketo hold a job, obtain
training or meetspeci needsof the child. Child care mayaso be providedin child
abu® caseto helpprotectthechild. Theservieis availablefor childrenfrom
infancythroughtwelve yearsof age. DSSdetermins eligibility basdon the needfor
serviceandincome. Theincomelimit is currentlyse at 200%of the FederalPoverty
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10.

11.

Level (FPL). DPHand DSSChild CareOffice have partneredto ensurethathealth
andsafetystanardsin al licensecchild care centersandhomestatewideare
improvedthroughtraining, technicd assistancandregulationsThe DSS-Child Care
Office is asssting DPH with fundingto suppot the staewide network of child care
healthconsultantsn thecomingfiscal year.

DHSS Division of Developmental Disabilities Services (DDDYS)

Division of Developmatal Disabilities ServiceDDDS), DPH collaborteswith
DDDS on TraumaticBrain Injury issues, respitecare, andChild Developmat Watch
operatios. The DDDS providesanarray of savicesfor individualswith mental
retardaion andotherspeific developmentabisabilities and their families,who mee
eligibility criteria. This agencyis currently partneringwith DPH andother
comnunity partnergo pilot universd developmentasaeening of all childrenunder
theage of five.

DHSS Division of Management Services

This agencyprovideshumanresourcs, budge developmentandevaluationservice
to otherDHSS divisions. It also housesthe Birth to ThreeOffice, which provides
adminstration for Pat C.

DHSS Division of Substance Abuse and Mental Health

TheDivision of Public Hedth (DPH) workswith this agencyon women'shealth
issuesplanningawomen'shealthconferenceand infant mortality issues. Thereare
five objectivesrelatal to alcohol and drug usein Healthy Delawae 2010.

DHSS Division of State Service Centers

DPH hasworkedwith this agencyto improvethefollowing programsdesignedo

assst Delawareansmostin nea andlink to theappropriatecommunity or state

resources:

» TheDelawareHelpline providestoll-freeinformationand referral for persons
seekingnformationaboutpublic and nonprofit servies.

» Dentd Transportathn Sewices,in cooperéion with the Delawaresctool system,
ensureghatschootagedeigible low-incomechildrenaretransportd from school
to dentl clinics locaed in the stae sevice centers

* Adopta-Family is astaewide progamtha aidsfamiliesin crisis--- those
strugding with iliness,homekssnessdomestic violence povertyor
unemploymentThis yeartheypatneredwith DPH to include Backto Sleepand
SIDS informationto pregnantwvomenand familieswith childrenunderthe ageof
one.Theyalsopatneredwith DPH to provideMedicaid/SCHP information to all
families receiving school suppliesfor their childrenin the Fall of 2004.

» Kinship CareProgran provides assistacefor relativecaregiversiuringthe 180
daytranstion periodwhena child first movesinto the nonparentcaregver's
home. Theprogramassistsn meding the child’s immediateneeddor clothing,
shelter health, sdety, and eductiond supplies.

» Carseatloanerprogramprovidescar seatsto needy families.
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12.

13.

14.

15.

DHSS Division for the Visually Impaired
The DPH Child DevdopmentWatch works with DVI to provideservicecoardination
for childrenwith visud impairmentor who areded andblind.

Federally Qualified Health Centers

The Office of PrimaryCareis locatedin the HealthSystemdvlanagemen®ecton of
DPH. TheHeath SysemsManagmentDirectorassistasa facilitator to the Federdly
QualifiedHealthCentersandcoadinateswith the Family HealthSectionDirectorto
ersureavarietyof primaryard preverive maternabndchild healh services.

The Office of Primay Carestdf continueto work closelyto ensureaccessto
healthcareservicedor uninsuredand underervedDelawareansDelawarehas
benefitedgreatlyfrom the Presidat’s Initiative to increa® accesdo hedthcare
servicesthroughcommunityhealth certers. Delawarenow hastwo Federaly
QualifiedHealh Centes (FQHCs)in New CastleCounty (HenriettalJohnsorMedical
Certer), onein Kent County(DelmarvaRural Ministries/KentCommunityHedth
Certer),andonein SussexCounty (La RedHedth Services.

DHSS Office of Emergency Medical Services

The Office of Emergery Medicd Servicesof the EmergencyMedical Sevices
Sectim, hascoordnaed with MCH, including CSHCN,regardingssues around
emergncypreparedngsfor children andwith injury prevention. A SpecialNeeds
Alert Programhasbea adivated to link CSHCN with the 911 systen andthefirst
respone@rswithin theircommunity. Therearefour objedives relatedto injury and
disablity in HealthyDelawae 2010.

Department of Servicesfor children, Youth, and Their Families
TheDepartmenbdf Services for Children, Youth,andTheir Families (DSCYF)was
creaedin 1983to consolidatechild protective(Division of Family Services,DFS),
child mentalhealth,and juvenile correction serviceswithin a singleagency. Family
HealthServicedFHS) has mantained a cooperativeelationship with this agencyfor
joint planningof services. A Memorandumof Undersanding(MOU) betweerthe
DPH andDFS establishe uniform criteria for respondingo reportsof abuseand
neglectanddelineats theresponsibilitiesof DPH andDFS personnel. The MOU
addressethe needfor ongoing,collaborativetrainingandjoint caseplanning
betweerpersonneln each agency. DFSandDPH areco-located at severalocal sites
wheredirect servicesareprovided. DFS staff is also housedat bothsitesof Child
DevelopmenWatchandare fully incorparatedinto the multidisciplinaly asessmein
team. In addiion, DPH hascollaboraedwith the Office of Child Care Licensingto
improvethetrainingandsupportfor childcareprovidersin thearea of healthand
safetyandin the devdopment of the early childhoodcomprehensiveydems
plannng. The Division of Child MentalHealthhas aworking relationshipwith
Sclhod-BasedHedth Centes, worksclosely with center coordinators to ensure
appropriateeferralsandobtaintrainingfor staff, and hascontributedto the
developnentof the Maternd andChild Health grant.
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16.

17.

B.

1.

2.

SSDI

The SSDIprogramis partof the Hedth SystemdvianagementSedion within
Conmmunity Health. The SSDI Coordinatorserveson the MCH NeedsAssesment
Steerirg committee Otheradivities, both plannedand completedjncludethe
compktion of aninventory of resour@savalable in Suss& Countyandthe barriers
experencedoy the Hispanicpopulationin accessinghealthcare;compldion of an
oral healthcareneedsasgessmenbf pre-schooland elementarysdcoolagedchildren
throughoutthe state;compldion of a Community HealthProfile for every conmunity
in Delawareandpresentatiomf thoseprofilesto community leadersand
collaboraion with the stateand communitystakeholderin devdoping strategiesfor
addressig identified nealsderived from the MCH needsassesment.

Women, Infantsand Children Program )WIC)

WIC workswith the DPH andotheragendes to provideservices and ensureguality.
ForinstanceWIC wasinstrumentd in theformationof the Delawae Breagfeeding
Advisory Board,which now operates underthe perinatalAssodation of Delaware
WIC alsoworkscloselywith teen pregnancy preventionprogransto prevent
additional pregnancis, with the Immunizationprogramto esurecomplianceby their
recipients andwith the march of Dimes programto provideinformationabou folic
add.

Pregnant Women, Mothersand Infants

Perinatal Board
In Novemberl995,Govemnor Campersigned ExecutiveOrde Number37 estalli shing
the DelawarePerinaa Board. Its purpo®is to:

* provide oversightfor theinfant mortality problem

» assesdefineandprioritize problems

* assstinthedevelopmat of anapproac

» establshappropriatestandards

» assesshestate’sneedfor sevices on acommunityby-communitybass

» evduatetheeffectivenassof initiatives

» coordinak andmanag relevant data.

ThePerinataBoad hasover this past yeardisbandedwhile acting asaninterim
comnitteeto assistwith the prepar#éion of legislaion for anewHealthyMotherand
Infant Consortium The Consortiumis the resultof a majorrecommendaion of the
staewide comprehensivénfantMortality TaskForce.

Infant Mortality Task Force
ThelnfantMortality TaskForcewasimplementedwith thefollowing goalsto
include:

» Definingtheinfant mortality staus of Delawareascompare to the nation and
theregon.
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Defining thedispaities amongraces relatedto infant mortdity and
determinng thereasongor theincreasingdisparity gaps

Identifying risk factorsandundetying etiologieswhenpossible.

Revewing scientificliteraturewith the purposeof determiningrisk factorsfor
infant mortality andbestpradicesfor prevention andinterventon.
Determinng andassssing theimpactof relevantrisk factors.

Increasing awarenessf the scopeof the problemamonggovernment
officials, medicalprofessionalsandthe public.

Improving coordinationbetween and amongpublic andprivatesector
agencies.

Recommendingcritical changedgo the profile of, operationf, andsupport of
the DelawarePerinatalBoard.

Identifying areagequring additiona researcland education.

Theresultsof the“Inf antMortality Task Force”havebeenfinalizedwith therepat
andits reconmendationgorwarded to the Governor. The Infant Mortality Task
Forcewasmandatedo developbroadbasedrecommendationfor the reductionof
infant mortality in the stak of Delawae. Thereammmendationdave beenbased
upan scientificevidence, ddined partneships,expeded contributions timelines,
review,andevaluation. Theserecommendationencompasbut arenot limited to
chargesto businesscommunity,educationcommunitiesof faith, providers insurers
andthe government.The twentyreammmendationclude:

Conducta conprehensivereviewof everyfetal and infantdeathin Delawae.
Createa monitoringsystemto increaseundersandingof therisksfacedby
pregnantmothersin Delaware.

Estabish the Delawae Healthy MotherandInfant Conortium (DHMIC) as
successoto the curentPeainatal Board.

Createthe Centerfor Excellene@ in Maternaland Child Health and
Epideniology within the Division of PublicHealh.

Improveaccesgo carefor populaionsdisproportionatly impactedoy infant
mortality.

Provideaacessto preconeeptioncarefor all women of childbearingagewith
historyof poorbirth outcomes.

Require thatinsures cove servicedncludedin standads of carefor
preconceptionpreratd andinteranceptioncare.

Implementa comprehensivéholistic) Family PracticeTeamModel to provide
continuousconmprehasivecare and comprehensiveasemanagerentservices
to pregnantvomenand ther infantsup to two yearspostpartum.Services
will include comprehensiveasemanagementirainedresourcemothers,
outreachworkers,nurses, sodal workers, andnutritionists.
Implementfederalstandardsfor Culturally andLinguistically Appropriate
Serviceg CLAS)

Createa culturalcompeéncecurriculumfor provides.
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* Improvecomprehensiveeproductivehealthservices for all uninsuredand
underinsuredDelawareasup to 650%o0f poverty.

* Fundanin-depthandysis of progransin Delawae thatmitigateinfant
mortality and creak and implement an ongoingprocessfor continuousquality
improvemenfor serviesandprogamsdevelopedo eliminate infant
mortality.

» Createanepidemiologicalsurvellance systemto evaluateandinvedigate
trendsandfactorsunderlyng infantmortality anddisparity.

» Createalinked databas systen to med dataanalysisandprogramassessment
goalsandimprovehedth care andseavices providedto the public.

» Conductastatewideesducaion campaign on infant mortality targetedat high-
risk popuations.

» Expandthebirth defect registry survellance andmakeit proactive by
broadeningnonitoring ealy intervention andpreventionprograms

» Continueto improvethe staewide neonata transporfrogram.

» Evaluateenvironmentd risk fadorsfor poor birth outcomes

» Pronoteoral healthcare, paticularly the prevention and treatmenbf
periodoral diseaseasa componeat of comprehasiveperinatalprograns

* Provideanannualrepot to thegovernoron currentandfuturefaadors
impactng theavailability of obstérical practitioners Include
recommendationso remaly systens cgpacityissues.

3. DelawareHealthy Mother and Infant Consortium
Perding legslation, HB202 authorzes useof funds to improvematenal andinfant
health. In addition,thelegslation esteblishesThe Delavare HealthyMotherand
Infant Consortium(DHMIC) to coordinateeffortsto preventinfant mortality and
improvethe healthof preghant womenandinfantsin the Stae of Delaware DHMIC
is anetwork of organizationsandindividualsthatwill providestaewide leaderstip
andcoordinationof efforts to preventinfant mortality andimprovethe healthof
pregnanivomenandinfantsthroughoutDelaware The Consortium’spriorities and
advocacyagendashallbeinitially dictatedby therecommendationsontainel in the
reportentitled“Reducing InfrantMortality in Delaware— Recommendationsf the
Infant Mortality TaskForce', released in May 2005.Whenestablishedthe DHMIC
will:

* Provideadviceard supportto stae agendes hospitalsandhedth care
practitionersregardingher rolesandreducinginfant mortality andimproving
the healthof pregnantvomen andinfants.

* Facilitate collaborativepatnershipsamongpublic hedth agencieshospitals,
hedth carepractitionersand all othe interestechgencieandorganizationgo
carryout recommendel infantmortdity improvemat strategies.

* Recommendstandardsf care to ensurehealthypregnanivomenandinfants.

* Coordinateeffortsto addresshedth disparitiesrelatedto the healthof
pregnantwomenandinfants.

* Overseadevelopnentand implementatiorof reseach activitiesto better
understird cause®f infant mortality.
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» Coordinate=ffortsto prevent conditionsandbehavios thatleadto unhealthy
pregnanwomenandinfants.

* Meetsemiannually with the Secetary of HealthandSocialServices to
review progresspriorities, andbarriers relatedto the Consortium’spurpose.

* Recommendlegislationandregulatiors thatwill enhancehe health of
pregnanwomenandinfants.

* Onanannualbasisissueareport to the Governoron the statusof the hedth of
pregnanwomenandinfantsand progressin implementng recommadations
of the Infant Mortality TaskForce.

4. Fetal and Infant Mortality Review Pilot Project
Thefollowing informati is from the ExecutiveSummaryof TheFetal and Infant
Mortality Review(FIMR) in Delaware: FindingsfromthePilot Stud/ andLessons
Leanedaboutimplemerting a Statevide FIMR, June20(. The FetalandInfant
Mortality Review(FIMR) pilot studywasbornout of an interestto helpinform the
Infant Mortality TaskForce (IMT F) onthe potental benefitsof locally applying the
national FIMR model,a processof reviewing fetal andinfant deathgo addessgaps
in thesydemsof carethatserve women,children andtheir families. Infant birthsthat
resutedin adeath at ChristianaCare HealthSystemduring2003wereincludedin the
study. Thestudywaslimited to onehospitalfor logistical easeandto facilitate
medicalrecordavailability. Fifty-six potentialinfant death casesvereidentified that
metthesecriteria; eightcases wereexcludedasbeinginapproprate for FIMR, and
hencethefinal pilot studysamplewascomprisedof 48 infant deathsoccurringto 43
mothers.

Maternalandinfantmedicd recordswereabstadedon ead of the48 caes,and
medicalsocialworkers from the Division of Public Health attemptedo contactall 43
mothersto obtaina matern&interview. In 18 caes(38%of the pilot sample),
maternalinterviews were completal. In 21 case (44%)the mothersrefusedthe
interview, andin 9 cases(19%)themothes couldnotbelocated. Medica record
information,informationfrom the state servie databas andthe matenal interview,
if avalable, wereusedto preparea de-identified summaryof each case. Oneof two
multidisciplinaryCaseReview Team(CRT) panelsrevieweal eachcasesummary.
The CRT panelsdentified pertinent risk factorsfor poorpregnancyutcomesn each
case,communityresoucestha were available but notused by the mother and
comnunity resourceshatare not currently available butthatmayhavebenefitedthe
motheror infant. Fromtheirdiscussionthe CRT panelsderivedrecommenmdationsto
addressssuesof conernand gapsin systemsof carefor pregnantvomen, infants
andtheirfamilies. Five priority issuegha werereaurring thenes uponcasereview
andtheresuling recomnendationsnclude:

Issue 1: Manywomenpresented lateto medicalattention with advanced preterm
labor. Someof thesewomendid not correctlyidertify earliersignsof pretermlabor
or chorioamniortis.

Recommendation 1. Thereis aneal for amorecomprehense appro&hto
pretermlaboreducation
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Issue 2: Manywomenwith risk factorsfor poor pregiancy outcomejncluding
significant psychosociaheeals, experencedadelayin follow-up or inadequée
referralsmadefor public assistane or public hedth services.

Recommendation 2: Facilitae the screeningandreferralof high-risk preghart
womento increaseaaces to casemanagement,mentad healthcae andpublic
assistancerograns as appropriate.

Issue 3: Manywomenwith infant lossesare not accessingoereazement supjort.

Recommendation 3: Thereis anesdfor moreculturdly appropriateand
community-basedereaementsupportservices.

Issue 4. A notablepropotion of the FIMR pilot sampleincludedwomenwho
hadsuboptimalhealth,significant past obstetrichistoryor poorlifestyle choicesat
thetime of preghancy.

Recommendation 4: Thereis anesdfor moreculturdly appropriateand
community-basedoereaementsupportservices.

Issue 5: Sonmewomenin the pilot samplewith multiple gestationand/orobesty
hadinacequat or inapproprate weight gainduring pregnancy.

Recommendation 5: Nutrition counselingsevicesshouldbe more widely
availeble andreimbursableasa standardf care in pregnancygspecily among
high-risk women.

Thecasesncludedin the FIMR pilot studysampleare not repregntativeof all infant
deathan Delaware. The infant deathsincludedin the FIMR pilot differed from those
deathsexcludedn sonme notable ways, andthe< differencesshouldbe keptin mind
whenconsideringherecommendationsnade. Thepilot sampleincluded a higher
proportion of casesrom suburbarNew CastleCountyandfewercasesfrom Kent
andSusgx Countes. A greaterpropotion of motheas includedin the pilot sanple
hadearly prenatalcare andprivatehealth insurancecompaedto thosemothes
excludedrom thepilot. Theinfantsin the pilot wereof youngergestationabge and
lower birthweigh asa groupcomparel to thoseinfantsnotincludedin thepilot. The
vastmajority of infantsin the pilot died of complicationsof prematurity. Therewere
few infantsin the pilot who were bom atterm andlived beyondthe neonataperiod
(28 days).

Thereweresomelimitationsfaced in conductinghe FIMR pilot study, and these
limitations helpinform planningfor thelong-termimplementation of FIMR in
Delaware.Recommendationgor the majornextstepsof FIMR implementation
include:

» Institutionalizethe coordinationof FIMR with child deathreviewunderthe
stautory autority of the Child Deah, NearDeah andStillbirth Commission.
Procedursfor FIMR will needto be approvedby the Commission.

* Fundstaffto implement FIMR including: a FIMR Coordirator,maernal
interviewer, anadministrativeassistat and,for startup, aphysician
consutant. Thematend interviewer shouldbe a Division of PublicHealth
medicalsocialworker with skills in bereavementowunseling.

108



» Expandthenetworkof communitypartnersnvorking with FIMR to seve on
Ca® ReviewTeans in KentandSusexCountiesaswell asatean for New
Cagle Countyand,if deeme appropriatethe City of Wilmington.

* Setup community actionteansto begn reviewing andimplementing the
recommenationsfrom the pilot studyin each of the counties

Theproposeglanfor FIMR is a stating pointfor discusgon amongthe partnersand
stalkeholersin Delawae committed to improving maternalnd infant health
outcomes. FIMR is aproaesstha is adaptbleto local nealsandshouldbereviewel
onareguhrbasisto bestsave Delaware’scommunities.

March of Dimes

TheFanily HealthServices Director (Title V) hadservedon the ProgramServices
Committeeof the March of Dimes. The Famiy HealthServicessedion staff
voluntarily serveson various March of DimesDelawareChaptefMOD) committees
to improve the heath of babies by preventingbirth defeds andinfant mortality.
Thereis currentDPH representéion on the ProgramSeavices GrantsReviewand
Community Outreachcommittees. Thesecommitteesconsistof represatationfrom
puldic andprivateagences,businesseaders communityadvocaes andfamily
advisas. DPH hasprovidel fundingtowardsthe annualprematuritysunmit which
focusesducatinghe communityandmedical provide's onthe spedfic neealsof
familieswith prematureor low-birth weightchildren anddevelopmentof straegiesto
reducethe numberof premaurebirths.In 20042005, DPH also funded a statewide
MOD comrmunity outreat environmentalhealthinitiative providingradontesting
kits in the homesof pregnantivomenand familieswith infants. Delaware’s MOD also
is oneof 15 chapterdo suppot the NICU Family SupportProgramwhich provides
directservceandsupportto families with infantsin the NICU of ChristianaCare
Medcal Center. Through our patnership,familiesaredirectly linkedto DPH
progamsto assistwith transitionfrom hospitalto homefor the mostvulnerable
babiesprior to dischage DPHwill continueto collaboratewith the March of Dimes
in ajoint effort to increaseaccessto quality prendal care,reducethe number of
prematurebirthsandbirth defects andimprovehealthoutcomes of all children.The
MOD staff collaboratesandserves on DPH’s Infant Mortality Task Forceandthe
Fetal Mortality Reviev Committee.

This committeewhich is madeup of representativesf manyof theagences
describedn this application is devoted to developingplansfor Marchof Dimes
progamsparticularlythe“Trainthe Traing”, preconceptionahealthcounséing,
applicatonfor nationa programfunding,anddevelopmat of fund raisingactvities.
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6.

C.

Perinatal Association

ThePerinatalAssocationmergedwith ChildrenandFamiliesFirst; thesepartners
sharea similar mission. Childrenand Families First conductscounséng, fostercare
andthe ResourceMothersProgran. Therearenine(9) Resoure Mothers three(3)
downstateandsix (6) upstae. Childrenand Families Firstwill continuethetradition
of targetingwomenleastlikely to se& sewices andtheuninsured. The mgority of
thestaffis bilingual. Theirrole includes butis notlimited to, prendal, postpartum,
andnewborneducationtransportatiorto prenatalandpediatricoffice visits, and
assstancewith obtainingappropriateresource includinginsurance house andjobs.
Themerged partnershigupportscommunityResourceMothers. PAD andDPH
work asateamon sharel client casesand work to provideeachclientwith the most
comprehensivearewithout duplicationof adivities. Resour@ mothersare
paraprofessionalsom the communitywho identify andassistmothes, ther infants,
andfamilies with acessingnealed resources.Theyserveas mentors/rolemodelsby
teachinganddemonstraing skills in avarety of areas includingmenu planning,
budgeting,parenting,etc.

Children and Adolescents

1. Head Start and Early Childhood Assistance Program (EAP)

HeadStartis administeredby seven communitybasel organizationshroudhout the
stake. Early ChildhoodAssistancd’rogramgECAP)arestatefundedprograms
adminsteredby the Department of Eduationandoperatedy seventeercommunity
basedrganizationsthroughoutthe stae, includingexistingHeadStartgrantees,
schml districts,andothe ealy educdion agencies.Approximatelyl,875children
betweerthreeandfive aresevedby thetraditionalHead Start program. Eight
hurdredfifty (850)four yearoldsare servedby EAP and 40 are savedin Migrant
HeadStart. All progransfollowed thefedaa HeadStartPerformane Standards.
TheDivision of PublicHealth participagson the HeadStartStateCollaboration
project,which wasestablished to develop statelevel patnershipgor plannirg and
policy developmentor Head Stat eligible children and their families. Priority area
include welfare reform, health acess childcare,sogal andemotion& wellness,
disablities, educatonal opportunities, volunteegism, literacy,andhomelessess.The
HeadStart State Collabaation Office directorsevesontheEaly Childhood
ComprehensiveSystemsgrant (ECCS) steging andexecutivecommittes and
HealthyChild CareAmericaDelavare (HCCA-DE) advisorycommitteeln 2005,
HCCA-DE andtheHead Start StateCollaboratia Office havepatneredto provide
funding andresourcesor the piloting of Partnerdn ExcellencePromotingSccial &
EmotionalCompeteniesin YoungChildren(PIE) in 15HeadStarts ECAPSand
Child CareCentersstatewide An additionalpartneris the Devereux-oundatiorand
oneof the evaludgion meaures will utilize the DevereuxEarly Child Assessment
(DECA) tool. This pilot will work with classroomteachersand parentdo infuse PIE
andDECA strategesinto classroomcurriculumto identify andminimize challenging
behaviorsThis pilot will utilize child carehealthconsultantastechnicd advisorsn
the classroonsettingand will impact over1500children,betwea theages of 3to 5.
In addition,Child DevelopmentWatd staff work with locd Head Startsandother
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providerson the Sequacein Transitionto Eduationin PublicSchoolg(STEPS)
Committee,which concentrées on transitionissuesfor 3 year olds

2. Early Success
TheDepartmendf Eduation’sEaly Careand EducationOffice is akey collaborator
with the Division of PublicHedth onthe ealy childhoodcomprehensiveystans
effort. Initiatedin 1998,Ealy Sucesswasdevelopeds thestae’s coordinateglan
to addressheearlychildhoodissues of children,birth to eight, who receivedout of
home care.The governorestablishé aninteragecy reourcemanagementommittee
madeof the cabinetsecaetaiesfrom the Departmenbf Hedth andSocialServices,
Departmenbf Services to Children, Y outh andtheir Families, Departmenof
Educatian, Office of Budget, andthe Controller Gererd’s Office. Additionally, the
governorestablishedhe Delaware Early Care andEduation Council,comprisel of
privatecitizens,andthe Office of Early Careand Education(OECE)to ensue that
Early Succesgoals andobjectiveswere met.In aneffort to providea comprehensig
approactlof early childhood sewicesto all families, the ECCS andthe OECE,with
full support from the Delawae Early CareandEducdion Council, havepatneredto
unify Delaware’sealy childhoodinitiatives and broadertheinitial Early Success
planto includechild hedth, socid-emotionaldevelopmentandexpand family
engagemendomains.This will providea statewidestrategicplanthatis
comprehensive;oordinatedand accessibleto all children,birth to five, andtheir
families.It will alsoenable the Division of PublicHealth to providestatewide
leadershipon child hedth and developmentssueshroughmultiple public/private
collaboraions.

3. Child Death Review Commission
The Child DeathReviev Commissionwas signedinto Delawvarelaw on July 19,
19%. TheCommissionoveseesthework of thetwo Child DeathReviewPanels,
onefor New CastleCountyandanothe for KentandSuss& Counties. The
Commissionis composedf leadersfrom stae agenciespolice, nurses, physidans,
attarneygeneral’soffice, sogal workers, andchild advocaes. The Commisionhas
the powerto invesigateandreview thefactsandcircumstancesf all deahs of
childrenunder18, which ocaur in Delaware. Furthemore it hasthe powerto
adminster oathsandcompé the attendanceof witnesses. Its purposes notto actas
anarmof thepolice,butto look at systemsto deternine if the deathwas preventable.
A deah is consideregreventble if oneor moreinterventionsnight have avered it.
The Commissionlegislaion has beenamendel to now include child death,neardeath
andstillborn.Efforts are in progressto establisha FetalandInfant DeathReview
processn connectiorwith the Child Deah ReviewCommission.

D. Children with Special Health Care Needs
1. State Program Collaboration with Other State Agenciesand Private
Organizations

The statecollaborats with othe agencesandorganizationsn theformulation of
coordinaed policies,stardards,datacollectionandanalysis financing of services,

111



andprogammonitoringto assurecomprehensive;oordinded servicesfor CSHCN
andtheirfamilies.

Theresponsibiliy for providingdirect careandsevices for childrenfrom birth to
twentyoneyearsof agefalls to morethanoneagency. Coordindion of servie
deliverywithin the presentsystemis thekeyissue.There are numepusproviders
involvedand communi@tionis not aways consstent. For children birth to three the
Division of PublicHedth works closelywith several stateagerciesto ensure
collaboraion in the continuaion of a statevide, comprehensivesoordinded,
multidisciplinary,andinteragencyservice deliverysysten for infantsandtoddlers
with disabilities and/ordevdopmentaldelayswho are eligible underPartC of the
Individualswith Disabilities EducationAct (IDEA). TheDirector of CSHCNis
respongble for the PartC operdionsin the Division of PublicHealth.

TheDelawareCoordinatingCoundl for Children with Disabilities (DCCCD or
CCCD)hasbeenactiveasan advisoly committeefor the CSHCN program. This has
increasedoththeformd andinformal interagecy collabordion statewide.In
addition, the CCCD has reeivedtechnicalassistancdrom Health SystemsResearch,
Inc. who hasinitiated a technical assstane planfor the CCCDwith afocuson
interageny, collabo@ation, communi@tion,andassesment A final needsassessert
asanoutcomeof the Tedhnical AssistancePlan is expectedto be compleed by
HealthSystens Researchinc. andwill beusel asa bass for the MaternalChild
Healthrequred needsassesmat processfor CSHCN.

Numerous representativefrom the Division of Puldic Healthparticipatedin Delaware’s
Continuaus ImprovementMonitoring Process.The Office of SpecialEducation
Prograns (OSEP) of the U.S. Depatment of Educationis responsibldor assesing
theimpactandeffectivenessof StateandLocal effortsto implement the mandateof
theIndividualswith Disabilities EduationAct (IDEA) amendmentsof 1997. “The
Continuoudmprovenent Monitoring Proces” is thetitle givento the processy
which impactandeffectivenessare determined. As pat of this processDelawae
waschosenasoneof 16 statedo conducta statewideself-asessentregardinghe
provision of Early Intervention andSpecialEducationservices in the state. Theself
assessientwasintended to identify both strengthsandareasof improvementnd
complanceissuef the State’s Pat B andPart C programsfor childrenbirth to 21.
Therewerethreephasesf the selfassessient process which begann June2000:1)
Review of thedata and thedevelopmat of the draft self-assesment;2) The
Validation Processand3) Reviewof the public input and finalization of the sdf-
asseswentreport PartC strengthsverenotedin the areasof outreachgollaboration,
personel developmat, andfamily satisfaction. Areas of improvenent includeissues
aroundnaturalenvironmentsystemevaluaion, accessto services, andtracking.
Future plansincludeutilizing the existing committeego work on areas of
improvemenwhile maintaning the current strengthof the sygem, andutilizing the
outcomeswhendevelopinga StatelmprovementPlan. TheDirectar of CSHCN
chairedthe Quality ManagemenCommitteefor Child DevelopmehWatch The
Quality Management€ommitteehad devdopedandimplementeda systen of formd
ontsite providermonitoiing. After this systemwasestablishedhe responsibilityfor
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provider monitoring wasassgned to the localentities, Northernand SauthernHealth
Serviceswithin the Cournties

Title V providesleadershipgnd somefundingfor serviceshavingto do with children
with specialhealthnealsin thestae. Otherprivate andpublic agencieslso havea
leadrole affectingthis population. Amongthem areotheragenciesin DHSS,
specificallyMedicaid, and the Birth to ThreeOffice in the Division of Managemat
Senices,theDivision for the Visudly Impaired,andthe Division of Developmental
Disabilities Services.TheDivision of Child MentalHealth Depatmentof Services
for Children, Youth,andThar Families hasthe primary leadon child mentalhealth
andsubsanceabusdssues.The Depatmentof Eductionensiresthat CSHCNare
providedwith afreeappropriatgublic education.A major private provideris the
duPontHospitalfor Children,which alsoadministergediatric clinics. Thereare also
numerots privatethergy provideas. Goalsfor childrenwith special hedth needs
cannotbemetwithout the collaboréion of thes groups The Delavare Depatment
of Educationin collaborationwith numeroustheragenciesand departnents,
including the DHSSand the DSCYF sponsredannual statewideEarly Childhood
Summits The sunmits havefocuseal on a stratedc planningprocessto addresgshe
emotonalwellnessin youngchildren inclusve of CSHCN.Most recentlythe
NemoursFoundationhasestablishal a Division of PreventiveService. Oneof their
threeprioritiesis theemotionalhedth of children includingCSHCN.A final
congenaisreportis dueyear end 2005.

Asaresut of aneedsassessnmd conductedoy thePart C progam,a Speet Summit
washeldto raisethe awaenessandto formally continuethediscusiononthe
appropriateandeffedive useof thedwindling of speeh andlanguagetherapy
senicesin Delawae. TheNational Early ChildhoodTechnicd AssstanceCenter
facilitatedthe process.A strategicplan was formulatel to addres the futureneedsof
the CSHCN andtheir families. Thatstrategigplanis being implementedvith new
guidelines createdandapprovedundera progam called“EnhancedVatchand See”.
Theprogamaddressespeeh andlanguagetherapyserviesstatewide.

2. State Support for Communities
Stateprogramsstrive to emphasizeommunitysystemsuilding throughmectanisms
suchastechnicalassistane andconsultation gducatiorand training commondata
protocols, andfinancid resouresfor communitiesengagedin systemslevelgpment
to assureghattheuniquenealsof CSHCNare met.

The Stateprovidessupportfor the devdopment of communty-basdservice
progamsfor CSHCNthrough;1) The Medical Homelnitiative, 2) the Traumatic
Brain Injury Project,3) the Autismproject,and4) Patnersin Policy Making.

MedicalHome:The Office of Childrenwith SpecialHealthCare Needg(CSHCN)in
partnershp with the Medicaid Office, the DelawareChapterof the American
Academyof Pediatrics and Family Voiceshasdevdoped a MedicalHomeModel to
provide carecoordindion for CSHCN. A CommunityAccessto Child Hedth
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Planning(CATCH) Grant providedfundingfor trainingof State and community
service providersin the Medical HomeModd. In addition,the conceptof the
medicalhome hasbeenaddel to the Medicdd Requestor Proposlsfor managed
cae organizations.A small CATCH grantwassubmittedby the Delawae AAP in
conjurction with the CSHCNprogram andwas approvel. Thegranthad plannedto
implementa “certification” processfor medicalhomesfocusingon pediatricianand
family practice offices. Dueto systemsissuesthe processvasnevercompletedTo
continueto addressheissuesthe Medical Homeinitiative has partneredwith the
Medcal Homesubcommitte®f the Stae Eally ChildhoodComprehensiv&ystens
planning grant. The merging of thetwo committeeshasenhancedts membeshp and
its prodctivity.

TraumaticBrain Injury: The Directorof Childrenwith Special HealthCare Needs
hasprovidedactiverepresentatioron two statewiddnitiatives addessingtraumatic
braininjury. Thestae supportfor TBI hasshifted systemicdl y to the StateCouncil
for Personsvith Disabilities. Ther nowis anactive a Brain Injury Committee(BIA)
of the council, which coordinaesthe efforts relatedto TBI/ABI. The Director of
CSHCN remainsanadive memberof the committee which addresesbothtreatment
andpreventon efforts The committeencludesmajor partidpationof parentsand
youngadultswith BIA. A mgor accomplishmenof the BIA hasbeenthelegislation
of TBI asacate@ry for specia edu@tionserviceswithin the Departmentof
Education. Thelocal school districtsare now requiredto reporton everychild with a
diagnosisof TBI which will ultimately effecttherange of services affordedto those
childrenandfamilies.

Autism: The Autism SurvellanceProjectcomplementsthework of the CSHCN
Advisory Committee Thedaathattheprojed collectedandandyzed is usedto
contributeto theformulaion of a statepolicy on autism,inform disaussionof the
fiscal resourcesieedd andpossiblefundingmechanismdacilitateserviceplannirg
andimplementabn andallow for the evduation of the sevice program. The
sunweillanceprojectmeasurel the populationprevalence of thes disordersbreaking
downsurveillanceby subtype, and tracing the prevalencever time. Marylandwill
compardts populationandexperiencewith thatof Delaware. The Director of
CSHCN is onthe Autism Proje¢ Advisory Committee.The Maryland/Ddaware
Autism SurveillanceProject expandednto a Cente of Excdlencecdled the“Center
for AutismsandDevelopnentd Disabilities Epidemiology. Underits monitoring
adivities,thenumberof children living in Marylandand Delavare with anASD is
notknown. However,we do know tha during the200203 schoolyeartwo hundred
seventyeight(278)childrenages three to elevenyears, in Maryland, were classified
ashaving autismunderthe Individuds with DisabilitiesEducationAct (IDEA).
Thereareadditionalchildren with ASDswho areclassifiedin otherdisability
caegoriesunderIDEA or who do not recave specid educatiorservices.The center
usedmultiple sourcedo obtaina moreaccurateegimate of thenumbe of childrenin
thestudyareawith anASD. Themonitoringactivities focusel on childreneight
yearsold.
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In amaja initiative suppored by the CoordinatingCoundl for Childrenwith
Disabilities, HouseBill 500was passedn July of 2004.This bill required
DHSSDPH to establishand maintainan Autism SurveillanceandRegistryProgam
for the purposeof establishinga centrd databank of acarate,preciseandcurrent
informationregading auismin the Stete of Delawae. DHSS/DPHwasrequired to
adoptregulationsrequiringhealthcareprovidersto reportof everyoccurrencef
autismin the Stateof Delaware Thelegislationmirroredcomponents of the Birth
DefectsRegulationsto include, “estdlishingandmaintaininga surveillancesystem
andregstry”. Thesignificant differencesincludereportingof childrento agel8;
whereagheBirth Defectsis upto age 5. (and requiringboth pasive andactive
suneillanceandrepating; wheres, the BDR is just passve.) DHSS/DPHis the
agencyrequiredto adoptregulationsrequiringhealthcareprovideasto reportof every
occurrene of autismin the Stateof Delaware. Pursuanto 16 Del.C, Sec 223 the
Division of PublicHedth (DPH) has developedthe Autism Survel lanceand
Registraton ProgramRegulations. The Autism SurveillanceandRegistration
ProgramRegulationswill require healthcarepractitionerdo reportinformation on
childrenunder 18 yeass of agewith autismto a centralAutism Registry. Information
collectedin the Autism Regstry will beusel to trackchanges in prevalenceof autism
overtime, toinform the planningof savice ddivery to childrenwith autismand
therr families,andto facilitate autism research.

3. Coordination of Health Components of Community-Based Systems
Two DPH programshdp to coordinde healthand commnunity-basel systensfor
CSHCN, Kids Kare,andthe RyanWhite Program.

Kids Kare: TheDivision of Public Healh providesa multi-disciplinary support
progamfor vulnerale familieswith childrenwho havebee foundto be
biologically, nutritionally, psychosociallypr environmentallyat risk, factorsthatare
highly correlatedwith a probability of delayeddevelopment.A careplanis
developedasedn the nealsof thefamily deerminedby risk factorsidentifiedat an
initial homevisit assesmet. Thefamilies receve supportteaching and
coordinaion of servicesin theirhomefrom PublicHealth nurses, sogal workers,and
/or nutritionists. Serviesare available for low-incomefamilieswho haveMedicaid
or who areuninsured.Childrenup to the age of 21 maybereferredbut priority is
givento thosechildren who are betweenthe agesof birth to six. Childrenreferral to
this progammay showsignsof dewelopmentabelaybut do not meetthe eligibility
requirematsfor thePat C program.An evaluationof theKids Kare Programis
ongoing,with resuts duein thefall of 2005.

RyanWhite HIV progrant The Division of Public Healthalso manage&yanWhite
Grantfunds,which provide casemanagment to a smallnumberof HIV infected
children(29 children). Thecasemanageris housdin the A.l.duPontHospitalfor
Children. Casemanagerantis focused onthe healthcarenealsof the child to ensure
thatmedi@l servicesare providal throughan infectiousdiseasespecialistprimary
cae physician,anddentist. HIV positive andnegadive childrenarealsoprovided
servicesif theylive in afamily unit whereat leag oneof the parentss HIV infected.
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The® mayinclude,casemanagenent, food, housing emegencyfinancid,
trangortation, andotherformsof assistance Thereis alsoanAID S Medicaid
Waiverprovidedto children who areAIDS diagnogd (totd 10 children). The
Wavier providesthefull range of Delaware Medicaidservicesalongwith Waiver
specificserviceof casemanagementrespite andnutritiond supplementsAlso,
ChristianaCareHealthSewicesrecaves RyanWhite Title IV dollarswhich
supplementheTitle Il activities enhancinghe casee managementandfollow up
adivitieswith womenwho are identified asHIV infectedor at high risk of infection.
Thereis aboutatenpercent(10%)increa® in peronswho accessRyanWhite
servecesoverall,butthereis notthe sameincreaseaelatedto children. We hawe not
hadan infantbornHIV infeded in the pag two years.Thisis dueto mandaed
counseling andvoluntarytestingactivitiesatthe OB-GYN offices Also, if awoman
is at LaborandDelivery anddoesnothaveanHIV reault on he chartshewill be
rapidtestal for HIV andif positivestaredonHIV prophylaxis.

Somecoordinatonis offeredfor mentd healthservices asdescribé below:
MentalHealth: Childrenand adolescatsunder theageof eighteenwho recave
Medcaid or are uninsuredaresened by the Division of Child MentalHealthServies
(DCMHS) in the Departnentof Sevicesfor Children, Youth, andtheir Families
DSCYFDCMHS offersessentiallyall types of mentalhealthand substaceabuse
treatmenbptions. Thesesewicesinclude: ealy intervention, crisis sevices,
outpaient, wraparoundintensiveoutpatientpartial daytreatmentdaytreatmentday
hogital, residentiakreatment, andpsychatric hospitalservices.In orde to promote
incorporationof menta hedth sewicesinto primaty pedidric care,andto discourage
ealy referralsandinstitutiondization, private organizationgaidfor by MCOS
furnish30 unitsof non-residential mental hedth servicedor children. After the 30
units hawe beenexhaisted,or on passinga DCMHS assesmentfor acuity, clientscan
enterservicewith DCMHS.

DCMHS alsooffersextensiveservices to homeles<hildren. Referralscomefrom
the Division of StateServiceCenta's, Public Hedth clinics, HeadStart,andsdhools
Mostreferralshaveoriginatel from shetersto the Crisis Servicesof DCMHS.

TheDivision alsohas workedwith hospitalsto provide on-site emergencyroom
training in appropride respons¢o mental healthemepgencies. Specific
interrelatonshipswith educationinclude: Membershign the Interagency
CollaborativeTeam(ICT) for fundingstudentsvith rareandcomplexconditions,
participation in InteragencyCoordirating Coungls to develop amodd of integrated
servcesbetweemental hedth and education provisionof mobilecrisis savicesto
theschoolandtraining in usingthecrisis savices. In addition, the School/ Agency
Collaborationuseatean approachto identify anddevelop solutionsaroundspecific
childrenandfamilies. Theinitiative calls for school basedstudent supportteamsthat
areresponsiblefor caseplanningandmanagemantfor servicedelivery. Theteam
leaderservedirectly as aliaisonto adistrict-level supportteamandto the Family
SenicesCabinetCouncilagenges. Thedistrict level suppat teamsassis$ theschod
basedeams stateandcommunityagenciesin resolvingproblems coordirate
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training, devebp policy to ensue consistencyacrosghedistrict, appointa single
point of contactbetweenthedistrict andthe ageicies,andasses effedivenes. The
Division addtionally collaborates with the Departmentf Educationthrouch
participaion in the Stae Systen of Care Team, whichis compiised of publicand
privateagenciesfamiliesandotheradvocates.

A MentalHealh ShortageDesignationCommitteehasbeenestablishedn 2005and
includesrepreseratves from the Division of Pulic Health, the Division of
SubstancébuseandMentd Health, the HealthCareCommisgon, andthe Division
of Child MentalHealth.The Committes will be studyng the capacityof the systems
to addresshe mentalhealthneelsin the state includingchildren.Projeds rangefrom
amentalhealthclinician cgpadty studyto focusgroupsfor bothprovide's and
consumers.Therearefive mentd health objediveslistedin Healthy Delaware2010.

4. Coordination of Health Serviceswith Other Servicesat the Community L evel
Variousmechansms exist in communitiesacrosshe Statefor coordinationand
servceintegrationamongprogransservingCSHCN, including earlyinterventionand
specialeducationsocialsavices,and family supportservices.

SpecialEducation:

About6 monthsprior to turningthree the Part C eligible child is referedto aschool
district Child Find. Referalswith parental permisson cancomefrom the CDW
servce coordinator primary carephysician relatives, childcareproviders, or other
professbnak. CDW seavice coordinatorswork with the school district, parents,and
privatesevice providersto establish atransitionmeeting. The purposeof the
transtion meetingis to discusshow a child is progressingin his currentprogram.
Thismayincludethereview of pastand presentservices; disaussthe adequacyof
thoseservicesn meetingthechild’s needsexplorethe possibilitiesfor future
servces,bothshortandlong tem; and deteminewhat if anythingneedsto bedone
(sitevisits, immunizdions,etc) to preparefor prestiool.

Delawarecarriesout Public Law 94-142,Public Law 99-457,andTitle 14 of the
DelawareCodethrough its AdministrativeManual:Progiams for Exceptional
Children. This manualstaesthatall eligible studentswith disabilitiesareentitled to
afree,appropriatgublic educdion. A free appropiate public educdion is defined
asspecializednstruction and sewices,includingrelatedserviesthat aredesignedto
enablepersonawith disabilities to bendit from education. The majoity of the
schals provide servicedor children agedthreeto twenty-oneyears(3 to 21).
Howeve, four categores have beengivenspecal statusby legislaive mandateand
receiveservicesat birth. "Birth mandae services"areprovided from birth to 21 for
childrenwho are autistig deaf-blind, deaf,andblind. Each schooldistrict hasa
Multidisciplinary Tean (MDT), which initially deteminesa child's eligibility for
specialeducatiorservices. Basedontheresultsof evaluationstheydedde whethe
the natureandseverityof a child'sdisability meetsthe criteria establishedhn the
AdministrativeManud for a handicappingonditionthatrequiresspecialservices.
Within 30 days of theMDT dedsion, theschool district mustschedulea meetingto
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developthechild'sIndividudized EduationProgram(IEP). ThelEP Team
determiresthe progran thatwill med thechild's uniqueneeds. This placementnust
bebasedonthechild'slEP,andconsidertheleastrestrictiveenvironmentage
appropriatenesgroximity to the child's homeandcapaility to provideopporturities
to be edwatedwith typical children.

In same casesa child is referedto oneof 15 SpecialtySchoolsfoundthrougloutthe
stake. As their nane denotes,someof the schoolstargetspecialpopulationssuchas
Autistic Programandthe Ster& Schal for the Hearinglmpaired. Thechildrenwho
attendthe SpecialtySchoolsn mostcases have cognitive andphysicaldisabilities
andrequire ahostof related sevicesin additionto the edu@tiond componaet.
Othersaremainstreanedinto regularclasse. As alreadydescibedthe CSHCN
needsassessmenncludel focusgroupsof parentof studentsattendingspecialty
schals. Concerngaisal wereregardinga limited amountof therapiegprovidedin a
group/classoomsettingasopposé to individual therapy; therapies not being offered
in thehomewith no carry over; and therapies being discontinuediueto no progres.
DelawareSpecialtySdcoolsfadlitate parentsupportgroupswithin ther school
seting. Principalsand/orschml nursesnvite all parersto atterd andparticipaten the
monthly meetings.Paents areencouagedto participatein thedevelopmenand
presntation of themonthlyagenda. Monthly medings provide aforum for parentso
verbalizecorcernsregardingheir child’s educationaheedsaswell asrelatedservices.

Family Support:

Family Forumsoffer awayto reachoutto families statewde, andincludemonthly
meetirgsthroughouthe stateandaddress variety of issues. Typical topics
presentedhis pastyea includea series of sibling workshops severakesgnson
parentingandcopingskills, anda sessioron sen®ry integration. TheseForumsare
opento families with children birth to kindergartenOutreacho familiesis
coordinaedwith the PaentInformationCenterof Delaware,Delaware’sParentto-
ParentCenter. Family Resouce Roomshavebeensé up at each Child Development
Watchsite asaresoure to bothstdf andfamilies. Userfriendly manualsjncluding
listings of books,videos,parenttips andhandouts,are available. The Program also
developedaninternetGuide titled, "Childrenwith Special Needs Internet Guidefor
ParentandProfessionals”

Delawareansvith Speal Needs:Medicad ManagedCarePanelis agroupof parent
advocatesvho meeton a monthlybags with membersof the DelawareState
Medcaid Office, representdives from the Heath BenefitsManager<ffice, and the
two Managd CareOrganizaionswho makeup Medicad’s DiamondStateHedth
Plan. Eachmonthavariety of issues areaddressedThe meetingsaredesgnedto
provide a place wherepeople can cometo addresspedfic issuesor complaintsabout
Delaware’sMedicaidManagel Care progransand its provides; give members
assstancdn learnng about the different types of plansavailablethroudh the
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Diamaond Stae HealthPlan;andgive partiapantsopportunitiedo learn abou
Medcaid andkeepup with changes.

TheParentinformationCente provides statewide servicesthatinclude educational
advocacyrainingfor parentsof childrenwith disabilities; individual technical
assstancdor families and professionalsjnformationon special educaion lawsand
processegnformationontherightsand entitlements of personswith disabilities;
informationon variousdisabilities; informationandtraining for professonals
working with childrenand youthswith disabilitiesandthar families; anddisability
awarenessgrainingandeventsfor schoolsandcommunity. Resourceavailableat the
Certerincludebooks,newsarticles, andvideos. The ParentinformationCenter also
providesprograns thatincludeindividual technicalassstanceprograms, paren
educationahdvocacyprogams;andparentto-parentsupport.

E. Major Providersof Health and Health-Related Services

1. Christiana Care Health System, Inc.
ChristianaCareHealthSygem (CCHS) is thelargest provide of health carein the
stae. It hastheonly Level 3 neonathintensivecareunit (ChristianaCare Specal
CareNursery)in the state. The Division of PublicHealthcollaboratesvith CCHS on
manyissuedor instane; high-risk follow-up for prematurenfantsis provided
through a collaborativeageement beweenthe hospitalsandCDW. ChristianaCare
wasthe administratorfor the Healthy Start projectwhichlostits fundingthis year.
However, the Division continuesto work with CCHSto supportthe Healthy Start
con®rtium. CCHSalsocontrads with DPH to administerseveralSchootBased
HealthCenters.The CCHC’s PMRI hasbeenawardel a grantfor thelastthreeyears
by DPH for its Alliance for Adolescat PreghancyPrevention program. The
Chairgersonsof the Painatal Boardandits Standads of Care Committee are also
CCHS physiciansChristianaCare alsohasrepregntationon the Early Childhood
ConprehensivesystemsSteering Committes.

2. Bayhealth Medical Center
This cente incorporatedothKentGeneralin DoverandMilford Memorial Hosptal
in SusexCounty It is thesecondlargesthealth caresystemin the stateof Delawae.
Bayhealh workson avariety of communityinitiativessuchasthe Central Delawnare
Community Health Partnaship. Like ChrigianaCare, it alsocontrads with DPH to
provide oversightfor ShoolBasedHealthCenters.Bayhedth is alsothelead for the
KentPrenatallaskForce, agroupof representativesf publicandprivateagencies
who seekto improvesystemsof care in Kent County thatimpacton earlyentryinto
prenatakare.

3. DuPont Hospital for Children
TheDuPontHospitalfor Children,locatednorth of Wilmington, with funding from
theNemoursFounddion, savesasafull-serviceregionalpediatric medical cener
offering a conpleterange of clinical programs. It hasestdlished a systen of
pediatricclinics throughouthe stateto provide primaryhealth carefor unservedand
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underservecthildren. DuPontPdliatric Clinics provideched-ups;physicals;sick
visits; vision, hearing and lead saeening; immunizationsreferralsto specialiss and
a24-hourmedical advicehotlinefor parents.

Division of Health Prevention Services, Nemour s Foundation

The NemoursFounddion estdlisheda Division of HealthPreventiorServies

(HPS). Thedivision focuseson child hedth promotion anddiseaseprevention. The

missionof thedivisionis to improve children’s healthovertime throughanintegated

community-basemodé thatincludes:

» Devebpingandimplemerning effective prevention prograns building on existing
community resource

» Evaluatingprograns, while also contributingto the nationallandsapeon
children’shealthpreventionresearh.

* Providing businessuppot savicesand technicalassistanceao non-prafit and
healthrelatedorganizaions.

TheDivision of PublicHealth Title V hascollaborate with HPS on theirfirst three

initiativesfocusedon diabetes, child mentalhealthandobesity.

Nanticoke Memorial Hospital

Nanticole MemorialHospitalhadworked closely with DelawarePublicHealthto
ensue earlyentryinto prenatakcare. A sodal workerand nutritionistshadbeen
housedat the NanticokeMatemnity Centersotha theymayrefereligible atrisk
clientsrightinto Smat Start.Nanticoke Maternity Centerclosedon 6/30/03. La Red
Health Centerhasabsorbe someof the prenatalpatents whowould havepreviously
usedthe maternity center. Theae is nolongersocialworker or nutrition sevices
housedat Nanticoke Nanticokealsomanags threeSchoolBasd Hedth Centers.

Beebe Hospital and Delmarva Rural Ministries

BeebeHospitalandDelmawva Rurd Ministrieshaveedablisheda pilot progamto
provide medicalcareand links to socid servicesfor undeservedpopulationsof
SussexCourty throughthe MATCH van in targetedareasBeebédviedical Center
managesthreeSchoolBasedHealth Certers.

. St. FrancisHospital

St. Frarcis Hospitalis partof a nationwide Catholichealth system locaedin the
centerof Wilmington. Theyareinvolvedin communityhealth outreach projects
including healthfairs and wellnessdays. TheyprovideTiny Stepswhichis a
comprehensivenatenal fetal careprogram, which usesfamily physiciango provide
prenadl, intrapartumpostpatum, and newbomn care in Wilmington and Newark.

. American Academy of Pediatrics (AAP)

TheDPH hasestabishedclosepartnershipsvith healthprofessionaprograms
including the Delawae Chapterof the AmericanAcademyof pediatris (AAP). The
AAP, Medicaid, andthe Family Hedth Sedion haveparticipatedonthevacaine
committee, EPSDTimplementaion committee andlead poisoningprevention
committee. The AAP has aso bea involvedin theinjury preventionefforts of DPH,
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PartC planning themedcal homeproject,andbreastfeedingoromotian aswell ason
ascientific conmitteeaddressingthe problemof infant mortality.

Selection of State Priority Needs

A. Determination of Delaware€ s Priorities

Title V or theirmatchdollars are usedto supportmanyof the adivities andthusthe
accanplishmens relatedto boththe naional and stateperformancemeasures. While
mostof thedollarsgo to the countyhedth unitsto providedirectand enablingservies,
someof thedollarsare used to supportinfrastructureandcapacitybuilding and
population basedservicesn thecentralTitle V office or thoseactivitiesperformed by the
countyunits. As alreadydesaibed,it is difficult to separae Title V from otherDPH
initiatives,plans,andprograms. Furthemore,it is equallyhardto separat®uta DPH
role, for evenwhen nottakingalead, DPH is usually anactiveparticipant.

TheDivision of Public Hedth andits collabording agenciehave along history of
supportng interventiors thatwill hep usto effectively meetour goals

Ba®dontheneedsassessm#, belowis thelist of identified needs:
1. Ensurenutrition sevicesto children andadokscents.
2. Improve dentalhedth of children and adolescents
3. Ensuremedicalhomeand coodinatedservices to childrenwith specal hedth
needs.
Improve accesdgo carein Kent and SussexCountes and for black women
throughoutthe state.
Reduceeenbirths.
Reducepreventablaliseassin childrenand adolesents.
Reducepreventablenjuriesto childrenandadolesents.
Improve thementa hedth of childrenandadolesentsthroughpreventionandthe
assurancef appropriatdreatment.
9. Reduceblackinfant mortality.
10.Reducehebarries to deliveryof careto pregnant women andwomenof child
beaing yearsandreducethoserisk fadorsresultingin infant mortality and
congaital abnornalitiesin their infants.

B
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B. Delaware sPriorities Related to Pyramid Service Levels

Delaware’sPriority Needsare addressedn avarietyof programghroudhoutthe state
andservedo helpusto establish performancemeasires Thefollowing summary
outlinessomeof the nealsassaesment daa, which lead the stateto confirmits
commitmentto theabo\e priorities.

Direct Services

Ensurenutrition servicesto children and adolescents. ThelatestYRBS showedthere
are asmallnumber of adolescatsthathave severenutritional problemssuchasbingeing
andpurging. Ontheothe hand,overhalf arenot eatingvegetableson aregular basisor
exercisimg. Althoughdatawasdifficult to obtain,there do notseemto be enough
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nutritionistsavailableto childrenin any consigentway and only to adolescentsn amore
limitedway throuch SchoolBasedHeath Centers.While childrendo learnaboutthe
basicfood groups this may be anacademicexerdse and not partof ther lifestyle. The
newy egablished\Nemours Hedth and Prevention Servicesdivision is makingobesty
reducton a majorinitiative. Nemoursis working with DPH andothermgor entitieson
theissue.

I mprove dental health of children and adolescents. Thelack of dentalseavicesfor all
poorDelawareanss selfevident. Thereis a sevee shortageof dentists in SusexCountly
andalessthanoptimalsituationin Kent Countyandin somesectionsof thecity of
Wilmington. AlthoughMedicaid coversdentalhealth for children, notenoughdentists
will takeMedicaidpatients. Thosedentiststhatdo takeMedicad cannot keepup with
thedemand. The DelawareHealthy ChildrenProgram doesnot coverdental sewices but
if it did, therewould not be enowgh availabledentids to providecoverage By thetime,
childrencometo the public hedth clinics; thar teethhavetoo manycavitiesfor sealants.
Whenadolescentseat adulthood,dental servicesare evenworse in thatMedicaiddoes
not payfor servicedor pregnant women. The Seal A- Smile programis makinginroads
for dentalcareat the elementaryschoollevd.

Enabling Services

Ensure medical home and coordinated servicesto children with special health needs.
It is clearfrom the ongoing needsasgssmentthatcoordindion of serviesfor CSHCN
overthreeyearsis nealed. Althoughthereare numeaoushigh quality servicesin
Delaware,delivery is often fragmentedandfamiliesandotherprovidersareunawareof
othersenvces. In addition,adisoonnection betweereducationandmedica providershas
beennoted. Theissueof thelack of coordindion of servicesvhenthe youngadut with
specialhedth careneals movesto adulthealth andsocial senvicesis even moreapparent.

Populaton BasedServices

Improve accessto carein Kent and Sussex Countiesand for black women
throughout the state. Accessto care remainsaproblanin bothKentandSusg&x
countiesandfor black womenthroughouthe state. AlthoughTitle V has decidedo
focuson careto all bladk women asa performanceneasurewe will continueto cardully
reviewaccessn the southen partof the statewhete transportatiorandculturd barriers
are significant. Thewidestdispaity beweenthetwo racesoccursin SusexCounty.
Therearesevenobjectivesrelated to accessto healthcareservicesin HealthyDelaware
2010.In addition,theimplementation of the Infant Mortality TaskForce
recanmendationsvill focusontheaccessto careissue

Reduceteen births. Although teen birth rates havedroppedalittle, our ratecortinuesto
beoneof thehighestin thenation. Thisis anotherareawherethereis alargeracial
disparity betweenthe blackteenbirth rateandthatfor whites.

Reduce preventable diseasesin children and adolescents. Asthmamaynotbevery

prevenablebutin somecases, it maybe. Forinstanceroachessmoking,andkerosene
heatersarelinked to childhoodasthma.Althoughwe do not haveprevdencedata,we
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haveho9ital dischargedata,which showsthatasthmas the numbe onecau® of
hospitaizationfor all children1to 9. Thisis alsoanotherareawherea disparitybetwea
whitesandblacksis very evident. Proportiongely, blad childrenhavea higherrate of
hospitlizationfor thisdisease. For SIDS, the stae hasadoptedcase management
guidelnes. Finally, the statecontinuego be concenedthatchildrenare notgeting lead
screens astheyshould. This problam is particularlynoticedle in exanining Medicad
data. Thesearesone of the mostvulnerablechildrenin the state oftenliving in older
homeswhereleadmaybe a problem.

Reduce preventableinjuriesto children and adolescents. Theleading causeof death
for children1 to 14 yeasin the stateof Delawares unintentionainjuries. Motor vehide
crashesarethenumberoneleadingcauseof unintentionalinjury deathin 1-19 yea olds
YRBS dataalsoshowthatthe mgority of high schoolstudentsio notalwayswearaseat
belt. Although safetysed useand seat bdts haveincreasedmany driversdo not know
howto adjustthemcorrectly. Alcohol useby adolescatsremainsa seiousproblem.
Alcohol useis directly relatedto injuries to adolesentspatticularly in motorvehide
accdensbutin otherinjuriesaswell. Therateof deahsto adolescentsr motorvehicle
crashesis alsoincreasingatanaarmingrate.

InfrastructureBuilding

Reduce black infant mortality. Thedisparitybetweertheratesof blackinfantdeahs
andwhite infant deathsremains anissue.The state's City Match Datalnstituteteamhad
identifiedextrenely low birth weight andprematurityasthe chief dired causes The
stateis alsoconsideringstressand racismasfactorsthatunderliethe problem since both
Delawareandnationaldatashowtha edu@ated blackwomen andthose tha have
accessedareearlyarestll in more dangerof losng their infantsthanwhite women.

Reducethebarriersto delivery of careto pregnant women and women of child
bearing yearsand reduce those risk factorsresulting in infant mortality and
congenital abnormalitiesin their infants. Reducing the barriershas beenidentified has
ahigh priority to deliveryof care. Identifiedbarrigs includeacces to careproblems
suchascultural,transportéion, andinsurane issues. Risk factorsincludelack of early
care,slbstanceabuseancludingtobaccouse lack of goodnutition, beingunmarried,
giving birth againafterlessthan an18-monthinterval, and the ageof the mother There
are se\enobjectivesrelatal to Infanthealthin Healthy Delaware2010.

I mprove the mental health of children and adolescents through prevention and the
assurance of appropriatetreatment. Mentalhealthissueswvere raisedin manyvenues
in preparation for the Rurd Health Plan,by the Developmatd Disabilities Planning
Council by parentsn SBHCfocusgroups,andin reviewof SBHC datg DCMH client
visit, YRBS data,andhospitaldischarges. After the ageof ten,mentalhealthproblems
wereoneof the chief cawsesfor hospitalizatiorfor white children. While ealy
interventionandprevention have beennotedas crucial, thereis clearlya gapin providers
particularlyin southen Delaware Lack of insurancecoveragehasbeenraisedasa
problem. TheDivision of Child Mentd Healthsupportsservigsto childrenwho areon
Medicaidor uninsurel, which doesnotincludetheunderinsired.

123



124



10. Summary

Ba®dontheneedsassessm#, belowis thelist of identified needs:

1 Ensurenutrition sewicesto children and adolescents.

2. lmprovedentalhedth of children andadolesents.

3.Ensuremedicalhome and coordinded servicedo children with specialhealth
needs.

4. Improveaccesdo carein Kent and SusexCountiesandfor black women
throughoutthe state.

5.Reduceeenbirths.

6.Reducepreventablaliseass in childrenandadolescets.

7 .Reducepreventablenjuriesto childrenand adolescats.

8.Improvethe mentalhealth of childrenandadolescetsthroudh prevention and the
assurane of appropride treament.

9.Reduceblackinfant mortality.

10.Reducehebarries to deliveryof careto pregnant women andwomenof child
bearingyearsandreducethoserisk fadorsresultingin infant mortality and
congaital abnornalitiesin theirinfants

The State'sneedsassessnme processwasconducte in a multi-facetedmanner.
Preventiveandprimarycare sewvicesfor pregnanivomen,mothers and infants, and
childrenwereas®ssedy: 1) reviewing existing reportsandsurves; 2) a careful
examiration of data;and3) disaussionsamongboth profesgonal andcommunityleades
andgroyss.A Steerirg Committee wasestablishedor the MaternalandChild Health
(MCH) componentThe nealsassessiert for MCH had beeninitiatedwith the
evaluationof Delawae’s Smat Stat andKids Kareprograns Eventhoughtheneeds
assessmeris requiredevery five yeas, theasessenthasbeenongoing andcontinuols.
Themajor needsassesmaet proaessoccurral throughthe State’sfocuson MCH services
asareallt of theInfant Mortality TaskForce.

Forthe Childrenwith Speaal Hedth CareNeeds(CSHCN)componat, the Coardinating
Councilfor Childrenwith Disabilities (CCCD)wasthe advisory group.The Steering
Committeefor CSHCNis the Coordinding Council for Children for Disabilities conssts
of over 40 agencyrepresentative andotherpersonsncluding parents.

TheMCH SteeringComnittee consist@ of variousmemberdrom the Division of Public
Health,Medicaid,the Depatmentof Educdion, the Division of Child Mental Health,
WIC, andthe Departnent of Children, Youth andtheir Familiesanda parent/cosumer.
Additionally, aftersubmissiorof the MCH Block grantthedoaumentwill be sharel with
avarietyof agenciegnd councilsincluding the Interagency Coordinatirg Council,the
Interim Committeeof the Infant Mortality TaskForce(IMTF), theinternal Steerimgy
Committeefor theIMTF andothe's asappropriate.

The SteeringCommittes initially reviewedthe purposeof having the specific Title V indicaors

especial relatedto the Nationd and StatePerformane measires Thedataforms from the
MCH Block grantprovided a basisto determingprogessandtrendsboth postive andnegdive.
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All otherrelevantdata and informationwasusedasback up andexplanatiorfor the specific
meaaures.The pyramidof services was introducedto comparevhatwascurrenty in placeas
existingsupport, resource andactivitiesfor directhealthservices,enablingservices
populatbn-basedserviesand infrastructurebuilding services The capaity to meetthes needs
throughthe MCH Block Grant fundingalonewasnecessarilydeterminedo beinsufficient. The
realcapacityto meetthe needsin the pyramidof savicesis foundin the extensve andintensive
partneshipsandcoalitionsin Delawae.

Priority areaswveresele¢ed by atwo stepprocess. First, the CoordinatingCourtil for Children
with Disabilities condu¢ed a similar review of the pyramid of saviceswith input from topic
drivenreportson issueselated to CSHCN. The CCCD submittal the resultsof ther discussions
to the MCH SteeringCommittee. Three new statepeformancemeaureswere negotided at the
meetings. The Council composd meauresto be specificandtime framed,basedin hard data
consstentlycollecied,and tha were comeded to Healthy People20100bjectives. Secondy, the
MCH Steering Committee which included three membersof the CCCD, reviewedthe three
proposed new state performance measuresiuring their neals asessent process.The MCH
Steerig Committee identified and reviewed the adivities that addresed the priority area
including thoselistedin Figures 4aand4b of the block grantasrelatedto eachstateandnational
performancemeasure.

Partnershipbuilding and collaborationis prominentwithin Delaware.MCH, with CSHCN
collaboraeswith the following entities: including but nat limited to the Delavare Mother and
Infant Consortium,DelawareHealth Care Commision, DelawareMedicaid Office, Delmarva
HealthInitiative, Department of Eduation, Division of DevelopmentaDisabilties, Division of
Subgance Abuse and Mentd Health, Office of EmergencyMedical Sevices for Children,
Women,Infants & ChildrenProgram, The Fetal& Infant Mortality ReviewProject,the March of
Dimes, andthe CoodinatingCounadl for Childrenwith Disabilities.

Discusionof theneedsassesmat processvasheldduringthe MCH Steerng Committee
meetingsoverthepastfive years, duringthe numerousIMTF meetingsand subcommittee
meetingsfrom August,2004to the currert time, andduringthe CoordinatingCouncil for
Childrenwith Disabilitiesoverthe pastfour years.Relevant reports,datases and literaturewere
reviewedto deternine thefinal priorities. Of noteis thatthreeof theten StatePaformane
Measueswere charged in the process.
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11.

Key Reportsand Other Resour ces

A.

1.

Reports
General

2004 DelawareCommunityNeads Assasnent, United Way of Delaware

Kids Countin Delaware — FactBook2005 Centerfor CommunityReserch and
Service Collegeof Human Services, EduationandPublicPolicy, University of
Delaware,Newak, DE 197167350.

Delaware Rural HealthPlan ProgressReport,Delawae RuralHedth Initiative,
Janwary 2004.

Primary Care Physiciangn Delaware 2001, EdwardC. Ratledge Centerfor
Applied Demography& SurveyResach, Collegeof HumanSeavices,Education
andPublic Policy, University of Delaware.

Dentistsin Delaware 1998, Edward C. Ratledge, Centerfor Applied
Demography& Survey Researdh, Collegeof HumanServies,Educatia and
Pubic Policy, University of Delaware

Health Disparitiesin Delaware 2004: An Oveview, by Eric JacobsonjJohn
JaegerandEdwardC. Rutledge Centerfor Applied Demography& Survey
Researchnstitute for Publicadminigration, Collegeof Human Senices
EducationandPublicPolicy, Universityof Delawarewith BarbaraGladders,
DelawareHeath andSocial Services, Division of Public Health.

Delaware’s AnnualTraffic Statisti@al Repot 2004,CaptainBarbaraConley,
Director of Traffic Control,andTammyJ. Hyland,DataAnalyst, Planning,
Delaware State Police

Delawatre Vital StatsticsannualReport2002,Winter 2005,DelawareHealthand
SocialServicesDivision of PublicHealth, and Delawae Health Statistis Center.
Delaware HIV/AIDS EPIDEMIOLOGICAL Profile. 2004

Pregnant Women, Mothersand Infants

Reducingnfant Mortality in Delaware ConeptMappingSummaryReport,
ConceptSystens, Incorporated,November2004.
Reducingnfant Mortality in Delaware TheTask Force Rgort, May 2005.

Children and Adolescents

Building a Comprehensiv&arly ChildhoodSystemin Delaware: Early
ChildhoodComprehensiv8ystens(ECCS)Grant NeedsAssessnent,2005,
Leslie Kosek

Findings and Recommerdations:Delaware Early ChildhoodFocus Group Study,
Health Sysens Research)nc., 2004.

Delaware EmergencyMedical Sevicesfor ChildrenNeals AssssmentSunmer
2003,DelavareOffice of EmergncyMedical Services.

ChildhoodInjury in Delaware A Reporton Injury-RelatedDeathsand
HospitdizationsAmongChildrenand Addescentsin Delaware1979— 1998,
EmergencyMedical Servicesfor Children.
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* Preverting Child Deathsin the First State— Child Death and Stillbirth
Commision2000,2001and2002Consolidatel AnnualReport

* ABaselineandFollow-Up Comparisorof the Delaware HealthyChildren
Program June2003,Collegeof Human ResourcesEducdion andPublicPolicy,
Universityof Delawae.

4. Children with Special Health Care Needs

» Govemnor’s AdvisoryCouncil for ExceeptionalCitizens: AnnualReport, September
2004

» RESPITECAREIN DELAWARE: A Critical Needfor Change A Reportof the
RespiteCare TaskForce of the Family Supportinitiative, College for Disabilities
Studes College of HumanSeavices,Educdion, andPublicPolicy, University of
Delaware,Fall 2003.

» Strakegic Planfor Injury Prevention, Stateof Delaware Delavare Coalitionfor
Injury Preventon, DelawareOffice of Emergacy Medicd Servicesandthe
Division of Public Hedth

* DelawaransWithoutHealthInsurane, 2004,Edwad C. Raledge Cente for
Applied Demography & SurveyReserch, Universityof Delaware.

* DCSCFundingProposal,by the DelawareCaregiversSupportCoalition, May11,
2005

* InteragencyResourcévlanagemat Committee2005AnnualReport,Delaware
Departmentof Educdion

* Delaware EmergencyMedical Sevices Ovasight Council2004AnnualReport,
Departnentof Sdety and Homdand Security,Office of EmergencyMedical
Service

B. Other References

1. Arias E.,AndersonR.N.,Kung, H.C., Murphy, S.L., & Kochanek,K.D. (2003).Desaths:
Final datafor 2001. Nationd Vital StatisticsReports52(3). Hyattsville,MD: National
Certerfor HealthStatistic.

2.BrentDA, PeppeldA, Allman CJ,Mortiritz GM, Wartdla ME, ZeelenaklR1991)The
preserme of andacacessibilityof fireamsin thehomesof adolescet suicides:a casecontrol
study JAMA 266(21):298995.

3. RosenberdML, Mercy JA, HouckVN. GunsandAdoles@ntSuicideg(editorid). JAMA
266@21): 3030.

4. United StatesPublic Hedth Service(2001)Nationd Strateyy for SuicidePrevention:
GoalsandObijectivesfor Action. WashingtonDC: PHS.

5. Coloradolnjury PreventiorProgram (2004)SuicidePreventiorPlan
[ttp://www.cdphe.state.co.us/ppiside/suicide.pdf].

6. U.S.Departmenbf Health & HumanServies. (2001).National Strategyfor Suiade
Prevention: GoalsandObjedivesfor Action. Rodville, MD: U.S.Departmen of Health&
HumanServices.

128



7. AmericanAssociationof Suiddology. (2004).“ SomeFads AboutSuicidein theU.S.A”
www.suicidology.org

8. U.S.Departmenbf Health & HumanServies. (2001).NationalStrategyfor Suidde
Prevention: GoalsandObjedivesfor Action. Rodville, MD: U.S.Depatmert of Health&
HumanServices.

9.American Foundationgor SuicidePrevention(2004).Suidde PreventionStrategies
[www.afsp.orgindex1.htm].

10.Injury Prevention(2004) .Suidde PreventiorStrategis
[http:/mwww.safetylit.org/wek/nrewmenu).

11.Cenersfor DiseaseControl, Youth BehaviorRisk Factor SurvallanceSystem State
Profile  [http://agps.ncd.adc.gov/ybss].

12.WISQARSInjury mortality reports(2001)Centerdor DiseaseControlandPreventio
[ttp://webagpa.cdc.gov/saweb/rtipc/mortrate10_g.html].
13.TierneyRJ(1998).Comprehensiveevaluationfor suicideinterventiontraining
(dissetation). Calgay, Alberta Universty of Calgary

14.Zenerd=J, LazarusPJ (1997).The Declineof Youth Suicide Behaviorin Urban,
Multicultural Public School System Following the Introductionof a SuicidePreventiorand
Intervention Program SuicideLife ThreateningBehavior 27(40:387-402.

15.ShaffeD, Craft L. Methodsof AdolescentSuicidePreventionJournalof Clinical
Psychiaty 60[suppl2] 70-74

16.Cenersfor DiseaseControlandPrevention. SuicidePreveation Now (2001).Linking
Resarchto Practi@. [CD-Rom]|. Atlanta, Georgia:NCIPC.

17.Sucide PreventiorAction Network (SPANUSA) newsrelease,Septembe®, 2004,
WWW.Spanusa.org

18.USDepartmenbdf JusticeDelaware Personatommuni@tion 2004.

19.Miller M. (2004).Suicidein the United StatesQuotedin Lecturenotes JohnHopkins
schal of PublicHealth.Baltimore Maryland.

20.MarisR.W. (1981).Pahways to Suicide A surveyof selfdestructivebehaviors
Repintedfrom Maris, Berman, Silvermaneds.Compehensivaextbookon Suicidology,
2000.

21.WelsterD.W (2004).GunViolencepreventionin the USA. Quotedin Lecture notes.
JohnHopkinsUniversity, School of Publichealth. SummerSchool.

22 .Hirofumi, O., Junichi,K., Tomoe S.,Keiko,K (2004). Communitybasedpreventiam for
suicidein elderlyby depressionsaeening andfollow-up. CommunityMental HealthJounal,
Vol. 40(3).Pp249.

23.Miller HL, CoombsDW, LeeperdD, BartonSN (1984). An andysis of the effectsof
suicidepreventiorfacilities on suidde ratesin the United States AmericanJournalof Public
Health 1984;74(4):340-3.

24.Leisening D.K (2000) Rurd youth suicideprevention:anevaluationOf acommunity
basednterventionproject.Dissgation-Abstrad Internation& SectionB-Science and
Engneerng, 2000;60(7-B): 3570.

25.SamarA (1999).Deliberateself-harmin rural WesternAustrdia: Resultsfrom of an
intervenion study. Australian & New Zealand Journ& of Menta Hedth Nursing;Vol. 8(2),

pp 65.

129



26.Canpagie,D.M (2004). The Obstetician and depressionduring preghancy.European
Joumnal of ObstetricsandGynecology & Reprodudive Biology, Vol. 116(2).
27.Pelkmen,M., Marthunen,M (2003).Child andAdolescat suicide.Epidamiology, Risk
Factors,andApproadties to Prevention.Paliatrics Drugs5(4): 243-265.

28.Coud, M.S (2001). Youth suicideprevention. SuicideLife ThreateningBehavior,31
Suppl1:6-31.

29.American Academyof Child andAdolescentPsychiatry. Practice parameterfor the
asseswentandtreatmet of childrenandadolegentswith suicidal behaior. American
academyof Child andAdolescent Psychatry, 40 Suppl.7:24-51S.

30.Pojula, S.,Dyregrow,A., Walhbeg, K.E etal (2001). Reactionsto adolescen suidde
andcrisis interventionin threesemndaryschoolsInterndional Journd of EmergencyMental
health,3: 97-106.

31.Hallfors,D.H eta (2004).Adolescentdepressionand suiciderisk: Associationwith sex
anddrug behavior. AmericanJournalof PreventiveMedicine.Vol. 27(3),pp 224.
32.FDA(2004).Recentthangedo the FDA —gpprovediabeling. American Journalof health
SysemPharmacy\Vol. 61(18).

34 Shaffer,D., Garland,A., Vieland, V., Underwood, M., Busne, C (1991).Theimpactof
curriculum-basedsuicideprevention progransfor teenagerslourn of the American
Academyof Child Adolescat Psychiary; 30(4):588596.

130



